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Taste Toppers e ee that’s what physicians and 
patients alike call these two 


for all ages favorite dosage forms of 
Z Terramycin because of their 
unsurpassed good taste. 
They’re nonalcoholic — a treat 
for patients of all ages, 
with their pleasant raspberry 
taste. And they’re often the 
dosage forms of first choice 
for infants, children and 


adults of all ages. 


‘Le rramyc 


BRAND OF OXYTETRACYCLINE 


Pediatric Drops 


Each cc. contains 100 mg. of pure 


crystalline Terramycin. Supplied in 


10 ce. bottles with special dropper 


calibrated at 25 mg. and 50 mg. 


May be administered directly or mixed 
with nonacidulated foods and 
liquids. Economical 1.0 gram size 
often provides the total dose required 


for treatment of infections of average 


severity in infants. 


aN Supplied: Bottles of 1.0. Gm 


Oral Suspension 


57 Each 5 ce. teaspoontul contains 250 mg. 


of pure crystalline Terramycin. Effective 
, against gram-positive and gram-negative 


bacteria, including the important 
coli-acrogenes group, rickettsiae, 
certain large viruses and protozoa 


Supplied: Bottles of 1.5 Gm. 


Pfizer prizer casorarories, Brooklyn 6, \. Y., Division, Chas, Pfizer & Co., Inc. 
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Top left: “X-rays revealed a huge ulcer 
crater in the duodenal bulb.’’ 


Top right: “Twelve days later the crater 
was strikingly reduced in size.”” 


Bottom: “Two weeks later another spot 
roentgenogram revealed complete healing.”’ 


Rapid Healing of Duodenal Ulcer with Pro-Banthine’ 


CASE REPORT 


J. L., male, age 39, refused surgery even though 
roentgen study revealed a huge ulcer crater in 
the duodenal bulb (top left). He was placed on 
a Pro-Banthine regimen of 30 mg. four times a 
day. After twelve days of therapy the crater was 
strikingly reduced in size (top right). 

Two weeks later another spot roentgenogram 
revealed complete healing (bottom) . “This ulcer 


crater was unusually large, yet on 30 mg. of 


Pro-Banthine {q.1.d.] the patient’s symptoms 
were relieved in forty-eight hours and a most 
dramatic diminution in the size of the crater 
was evident within twelve days.” 

Schwartz, I. R.; Lehman, E.; Ostrove, R., and 
Seibel, J. M.: A Clinical Evaluation of a New Anti- 
cholinergic Drug, Pro-Banthine, to be published. 


Pro-Banthine (brand of propantheline bro- 


mide) is a new and improved anticholinergic 


agent with minimal or no side reactions. 


Pro-Banthine inhibits neural impulses at both 
the sympathetic and parasympathetic ganglia 
and at the postganglionic nerve encings of the 
parasympathetic system. It is valuable in many 
conditions in addition to peptic ulcer, notably 
gastritis, pancreatitis, intestinal hypermotility, 


genitourinary spasm and hyperhidrosis. 


Pro-Banthine is available in three dosage 
forms: 15 mg. sugar-coated tablets; Pro-Ban- 
thine (15 mg.) with Phenobarbital (15 mg.), 
sugar-coated tablets, for use when anxiety and 
tension are complicating factors; ampuls of 30 mg. 
for more rapid effect and in instances when oral 


medication is impractical or impossible. 
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a 30 second H 
experiment 
Drop a Syntroge! tablet in water. In ; 
less than 30 seconds you will note H 
that it “fluffs up” to many times ( 
its size. This speedy disintegration ! 
increases the adsorptive surface H 
approximately 10,000 times. Syntrogel H 
goes to work in the stomach with 
equal speed. It adsorbs and neutralizes i 
stomach acid, alleviates heartburn H 
and provides prompt, yet long-lasting 
relief in most cases. Syntrogel gives ! 
! 
symptomatic relief in peptic ulcer, : 
dietary indiscretions and other ; 
conditions of gastric hyperacidity. i 
HOFFMANN-LA ROCHE INC e NUTLEY 10 e¢ N. J. H 

® 
Synirogel” 
Each Syntrogel tablet contain ; 
aluminum hydroxide, calcium carbonate, 
magnesium peroxide and Syntropan 
é 
Roche 
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Vacations are 
fun but 
DIARRHEA isn't 


When vacations are too carefree— 
when health precautions are neglected 
and contaminated foods or water cause 
specific or non-specific diarrhea— 
prescribe CREMOSUXIDINE. 


Sulfasuxidine® Suspension with "ectin and Kaolin 


An enteric bacteriostat ¢ Relatively 
nontoxic ¢ Consolidates fluid stools ¢ 
Adsorbent and detoxifying ¢ Sooth- 
ing © Palatable, chocolate-mint flavor 


Dosage: Adults—12 to 2 tablespoonfuls 6 times daily. Infants and Division of Merck & Co., Inc. 
Children in proportion. May be added to infant's formula. Philadelphia 1, Pennsylvania 


Supplied in 16 oz. Spasaver® bottles. 
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“It’s a great relief...” 


and 
doctors 

* 
agree 
For acid indigestion, 
heartburn, bloating, belching 
and dyspepsia, 8000 doctors say 


they rely on Creamalin, 
the reactive gel, to give relief. 


Because it is reactive, 
Creamalin excels nonreactive gels 
. in acid-combining power 
.in buffering capacity 
(Creamalin combines with 
at least 12 times its volume 
N/10 HCl in less than 
thirty minutes!) 

in speed and completeness 
of reaction? 


Superiority of reactive Creamalin in hyperacidity 
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3 LIQUID AND TABLETS 
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5 10 15 20 25 minutes 5 10 15 20 25 

“The reactive form re- “The nonreactive form Sd = 
acts completely in a rel- remains in... suspension S- a 
atively short time.”2 ... for prolonged periods.”? WINTHROP 


Creamalin—in pregnancy heartaurn 
Creamalin tablets act without acid 
rebound or electrolyte imbalance, cause 
no fluid retention. They add virtually 
no calories. Palatable and of smooth 
consistency, Creamalin tablets are easy 
to take. Prescribe as often as necessary. 
1. Woldman, E. E.: Am. Jour. Med. Sc., 
194:333, Sept., 1937 


2. Smith, F. H.: Gastroenterology, 8:494, 
Apr., 1947 


Vuithigt Stare INC. New York 18, N. Y. Windsor, Ont. 


*Answers to a questionnaire recently mailed to 65,000 physicians 
Creamalin, trademark reg. U. S. & Canada, brand of aluminum hydroxide gel 
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@ “wide-spectrum” 
hematinic with the 

only U.S. P.-approved 
Intrinsic Factor for 


BINAEMON 


may be prescribed for any form of anemia— hypochromie, 


microcytic, macrocytic, normocytic, or pernicious 
for it supplies in each easy-to-take tablet five ingredients 
needed for adequate treatment of any and all of these 
blood diseases. Binaemon contains Bifacton® (Vitamin By. 
with Intrinsic Factor Concentrate), 1/9 U.S.P. unit; folie 
acid, 0.8 mg; vitamin C, 50 mg; ferrous sulfate, 133 mg: and 
liver concentrate, 100 mg. Because Binaemon supplies 
intrinsic factor, it provides a safe hematinic, for it assures By» 
absorption and prevents folic acid from masking the 
symptoms of incipient pernicious anemia. Prescribe Binaemon 
for all your anemic patients. 

Binaemon is available in bottles of 50 tablets. 
DOSAGE: For most anemias, 3 Binaemon tablets a day. In severe anemia, 


including macrocytic anemia of pregnancy, 6 tablets. 
In pernicious anemia, 9 tablets. 


Organon INC. e ORANGE, N. J. 
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ENTERIC DETOXICANT OF CHOICE 
---FOR EVERYDAY PRACTICE 


eSION 


POLYAMINE METHYLENE RESIN AND SYNTHETIC SILICATES 


**,.. totally insoluble and nontoxic” 


Resion has been called “the treatment of choice 
for diarrheas of the type the physician is called 
upon to treat in his everyday practice,”'! and 
because its honey and syrup vehicle is so delicious, 


Resion is willingly accepted by patients of all 


ages, including infants 


Resion, combining polyamine methylene resin, 
10%, sodium aluminum silicate, synthetic, 10% 
and magnesium aluminum silicate, synthetic, 
1.25%, adsorbs an extremely wide range of en- 
teric toxins, yet is “... absolutely nontoxic.’ 


son and Particularly valuable in the treatment of infan- 


1 tablespoonful hourly for 4 doses; tile diarrhea, Reston has also proved markedly 

then | tablespoonful every 3 hours. effective in food poisoning, gastrointestinal infee- 

For infants, same schedule, tea- tions, and nausea and vomiting of pregnancy. 
* spoonful doses. Nausea and vomitiag 

of pregnancy, | or 2 teaspoonfuls 1. Rev. Gastroenterol. 19:660, 1952 

on arising, between meals and at 2. Exper. Med. & Surg. 9:90, 1951 

bedtime. Resion is supplied in wide- 3. J. Philippine M. A. 26:155, 1950 

mouthed bottles of 4 and 12 fluid- 

ounces, 


THE NATIONAL DRUG COMPANY 


Philadelphia 44, Pa. 


More Than Half A Century Of Service To The Medical Profession 
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Resion oe for rapid, complete control of 


DIA R R H EA... infants and adults 


FOOD POISONING 
ENTERIC INFECTIONS 


NAUSEA AND VOMITING OF PREGNANCY 
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DECHOLIN 


normalizes intestinal function 
in elderly, constipated patients 


A recent study! reports constipation in 50 per cent of 133 patients 
over 60 years of age. Discussing treatment, the authors note that: 


“A tendency to hard, firm stools may be over- 
come by producing the normal laxative for 
the digestive tract, namely bile... with dehy- 
drocholic acid. ...””! 


“Constipation also is an added strain [in 
hepatic cirrhosis] and should be treated with 
mild laxatives. Bile acids are preferable to bile 
salts because they . .. decrease the viscosity of 
bile. Dehydrocholic acid may be used, 3 to 5 
grains (0.20 to 0.30 gm.) three times a day.” 


Decholin Tablets 

(dehydrocholic acid, AMES), 1, Portis, S. A., and King, J. C.: 
3™ gr. (0.25 Gm.), bottles J.A.M.A. 148:1073, 1952. 

of 100, 500, 1000 and 5000. 2. Portis, S. A., and Weinberg, 


S.: J.A.M.A, 149:1265, 1952. 


AMES 


COMPANY, INC « ELKHART, INDIANA 
Ames Company of Canada,’ Ltd., Toronto 
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A monthly journal of Gastroenterology, Proctology and Allied Subjects 
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VoLuME 20 SEPTEMBER, 1953 NUMBER 9 


EVOLUTION AND EVALUATION OF AN ACCEPTABLE OPERATION 
FOR PEPTIC ULCER®} 


(INCLUDING DESCRIPTION OF THE TECHNIC OF TUBULAR GASTRIC RESECTION 
Wir TRANSVERSE GASTROPLASTY, AND EXTR* PLEURAL STERNOTOMY 
FOR OPERATIONS IN THE ATTIC OF THE ABDOMEN ) 


OWEN H. WANGENSTEEN, M.D.4 


Minneapolis, Minn 


PRESENT-DAy OPERATIONS FOR ULCER 


The ideal operation for peptic ulcer has not been devised. The resection 
technics employed in the surgical management of ulcer are out-growths of pre 
vious applications of the same procedures to gastric cancer. Enough surgical 
experience has now been had with the Billroth operations such that, one now 
can say quite safely: peptic ulcer does respond satisfactorily to an acceptable 
resection. Moreover, the characters of a satisfactory resection can be defined. 
Whether done on the Billroth I or the Billroth IL principle of operation, the resec 
tion must be adequate—a three quarter resection is necessary to protect against 
recurrent ulcer. And in the Billroth IL procedure, antral exclusion, without 
excision of the pyloroantral mucosa is known to predispose to recurrent ulcer 
even though an otherwise satisfactory resection is done. In addition. it is im 


portant to employ a short afferent duodenal loop. Failures can be traced quite 


regularly to defection on one of these scores. Perhaps the most frequent source 
of recurrent ulcer is failure to carry the point of resection high enough on the 


*Presented before the Course in Postgraduate Gastroenterology of the National Gastro- 
enterological Association, New York, N. Y., 23, 24, 25 October 1952 

tSupported by the following Grants for Research: 

1. United States Public Health Service Contract No. RG1028-C5, 

2. The Augustus L. Searle Fund, 

The Austen S. Cargill Fund, 

4. The Jay and Rose Phillips Fund, 

3. The Mr. and Mrs. R. C. Lilly Fund, 

6. The Watson P. Davidson Fund. 

tChairman, Department of Surgery, University of Minnesota Medical School, Minneapolis 
14, Minnesota. 
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greater curvature. In adipose ulcer patients, long fed on milk and cream instead 
of skim milk to the great discomfiture of the surgeon, it is easy to see how in- 
adequate surgical exposure contributes to leaving a larger residual gastric pouch 
than the surgeon had intended. Each year, I see a few patients in whom ulcer 
recurrence was owing to this circumstance. 


Ulcer recurrence is not, however, the chief source of dissatisfaction with the 
resection technics currently employed in the surgical management of ulcer; the 
experience of our clinic in patients followed up to 10 years after an acceptable 
Billroth IL type of operation suggests that the incidence of stomal ulcer is approxi- 


9 


rig. 1—Billroth at the age of 29, when still a pupil of Langenbeck in Berlin. Billroth was 5 
years of age at the time of his important success in the first gastric resection. (Repro- 
duced with the permission of the author and publisher; from the fine volume by 
Professor Leopold Schénbauer!?; Das Medizinische Wien. ) 


mately one per cent'’®. The unwanted side-effects, commonly described under 
that all inclusive but poor descriptive term of “the dumping syndrome”, are 
largely responsible for the lack of enthusiastic endorsement of the conventional 
gastric resection for peptic ulcer. And, whereas, a few surgeons suggest that only 
2 or 3 per cent of patients undergoing gastric resection for peptic ulcer present 
evidences of the dumping syndrome, the experience of our clinic indicates quite 


definitely that approximately 20 per cent of all patients undergoing a Billroth 


: 
aa 
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II type of gastric resection for the relief of peptic ulcer have such symptoms as 
palpitation and sweating after eating, making it necessary occasionally to lie 


down to secure relief':'°. Intolerance to certain foods and weight loss also are 


commonplace findings. Were it not for these occurrences, the Billroth I and II 


Fig. 2—Fiselsbe rg! 


7 in the intimate circle of his pupils (also from Schonbauer’s Das 
Medizinische Wien; reproduced with permission of the author and publisher ) 

Eisensberg? devised the pyloric exclusion operation. In his initial paper in 1895, he 
described having performed the procedure primarily for “irremovable” gastric cancer. How- 
ever, in the same paper, he reported employment of the procedure for difficult pyloro-duodenal 
ulcers as well. 

When Rydygier!® reported the first gastric resection for benign ulcer (Klin. Wehnsch., 
19:39, 1882) the editor of Centralblatt fiir Chirurgie commented in a review of Rydygier’s 
paper, “I hope it will be the last one”!, 

Eiselsberg® also was the first to perform the antecolic, antiperistaltic partial terminolateral 
anastomosis (1889). In this country, the partial terminolateral anastomosis is usually known as 
the Hofmeister procedure. As far as I can tell, the only description of the procedure was by his 
pupil Stumpf!%, also of Tubingen (1908 )!*, 

Finsterer of Vienna, a pupil of Hochenegg, described antral exclusion again in 1918. He 
suggested that one could excise the antral mucosa, leaving only the pyloro-antral muscular 
cylinder. It remained, however, for Wilmanns?> of Gadderbaum, Germany, in 1926 to suggest 
that in the antral exclusion operation, the antral mucosal segment be excised routinely to dimi- 
nish the unfavorable influence of the gastrin factor. 

In 1928, Devine* of Melbourne, Australia, re-described antral exclusion in the surgery of 
peptic ulcer, leaving a large segment of the acid-secreting area on the isolated distal segment 
By 1921, Haberer® had suggested that the recurrence rate with the antral exclusion operation 
was such that the procedure should be abandoned. 

Many technics of effecting antral exclusion with excision of the antral mucosa have been 
made—one by the present writer?! in Surgery, 12:5, 731-741, (Nov.), 1942. Rauch!, in a 
recent publication Surgery, 32:4, 638-653, (Oct.), 1952 indicates that the recurrence rate 
following the antral exclusion operation in which the antral mucosa is excised, is no higher than 
in the conventional gastric resection of the Billroth Il variety in which the extent of the gastric 
resection is the same. 


operations could be endorsed enthusiastically as eminently satisfactory operations 
for the relief of peptic ulcer. To do so in the light of these side-effects of opera- 
tions would be to recommend something far short of perfection. 


4, \ 
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Bohmansson! of Orebro, Sweden, has had a very large experience with the 
Billroth | operation for ulcer. Moreover, he has converted a number of Billroth 
I] resections to Billroth I procedures with lessening of the dumping syndrome.° 
A few such conversions also have been made here, but with little or no suggestion 


ot improvement of the situation. 


These are the considerations which have prompted me to continue the search 
for a more acceptable operation for peptic ulcer. Gastrojejunostomy and pyloro- 
plasty have proved inadequate as curative operations for peptic ulcer—the recur- 
rence rates being far too high. Vagotomy too has proved unsatisfactory because a 


vagotomized stomach is atonic and fails to empty. Dragstedt® continues to be 


TABLE I 
VARIATIONS OF THE BILLROTH OPERATIONS 


BILLROTH I—Excision of the distal third of the stomach for cancer with 
direct gastroduodenal anastomosis 
BILLROTH Il—Ante-Colic, Isoperistaltic Gastrojejunal Anastomosis 
KRONLEIN—Ante-Colic, Anti-Peristaltic Terminolateral Anastomosis 
EISELSBERG—Ante-Colic, Anti-Peristaltic Partial Terminolateral Anastomosis 
ROUX-Y Anastomosis 
BRAUN—REICHAL—POLYA~—Retro-Colic, Ante-Peristaltic, Terminolateral 
Anastomosis 
1894 1908 1911 
EISELSBERG—FINSTERER—DEVINE—Gastric Resection with Antral 
Exclusion 
1895 1918 1928 
1897 —MIKULICZ—Segmental Resection 
1906—GRASER—HOFMEISTER~—Retro-Colic, Anti-Peristaltic, Partial Terminolateral 
Anastomosis 
1906 1908 
1926—WILMANNS—Antral Exclusion With Excision of the Antral Mucosa 


It has been said that all gastric resections are but variations of the Billroth pro- 
cedures. In fact, Eiselsberg, distinguished pupil of Billroth, in his day, said of Bill- 
roth, in relation to gastric resection: “Billroth built the house; all innovations in 
gastric resection since then have been but changes in the external facade”. This 
statement obviously is oversimplified. The origins of some commonly employed tech- 
nics of gastric resection are shown above, 


an ardent advocate of supplementing vagotomy with a gastrojejunostomy. This 
suggestion has many loyal supporters. That gastrojejunostomy affords inadequate 
protection against recurrent ulcer is conceded quite generally. And on the ex- 
perimental side, it would appear that gastrojejunostomy robs vagotomy of a 
good deal of the protection which it affords against recurrent ulcer—a circum- 
stance which suggests that the protective effect of vagotomy may be owing in 
large part to prolonged retention of food in the stomach. Only time will tell how 


*Wallensten and Gothman of Falun, Sweden, recently have indicated that the dumping 


syndrome was observed remotely in 10.1 per ceat of 334 patients undergoing the Billroth I 
type of resection for peptic ulcer. (Wallensten, Sten; Gothman, Lars: An Evaluation of the 
Billroth | Operation for Peptic Ulcer, Surgery, 33:1-20, 1953). 
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effective vagotomy and a complemental drainage operation are. In any case, a 
good deal of the original widespread enthusiasm for the procedure following the 
initial publications of Dragstedt and his associates appears to have waned. Fail 


Fig. 3—Mikulicz-Radecki. Mikulicz was one of Billroth’s most distinguished pupils. His 
name is attached to the Heineke-Mikulicz pyloroplasty. However, it was Heineke of Erlangen 
who did the first successtul pyloroplasty in 1886. The report was made up by a medical student 

Fronmueller, by name, in a Doctor's Dissertation. Mikulicz’ report was in 1888. Mikulicz 
carried out the operation independently and indicated in a foot note that he had heard of 
Heineke’s success with the procedure, Mikulicz’ patient died!*. 


It was Mikulicz who introduced segmental resection in 1897, an operation which he 
quickly abandoned. In the literature, Mikulicz’ name also is associated with the operation of 
exteriorization of the colon for cancer. Here too, however, he also had predecessors, for Bloch 
of Copenhagen and Paul of Liverpool, each described the procedure in 1892. Mikulicz’ report 
was in 1903. 


Mikulicz made a visit to this country in 1904 and returned an ill man to die of cancer of 
the stomach at the age of 55 inl905. 


ure to ablate the ulcer diathesis, with the appearance of recurrent ulcer, seems 


to be the Achilles’ heel of vagotomy and gastrojejunostomy as well as of vagotomy 
and excision of the antrum". 
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1—Acceptable and Unacceptable types of Gastric Resection for Peptic Ulcer 


A. Acceptable Operations 


1. The three-quarter gastric resection, whether performed upon the Billroth I 
or the Billroth II principles of operation. When the Billroth II procedure is 


done, the necessity of making a short proximal duodenojejunal loop is obvious. 


to 


The three-quarter gastric resection, with pyloric exclusion, in which procedure 
it is necessary, of course, to excise the antral mucosa. 

It is antral exclusion, and not retention, that is, separation of the antrum from 
the residual gastric pouch which occasions the ulcer provocation of the so- 


called antral exclusion operation. 


3. Segmental Resection. In this procedure, a Heineke-Mikulicz pyloroplasty is 
mandatory, for the antrum is regularly vagotomized in making a transverse 
division through the entire width of the stomach. 

In this clinic, in the performance of segmental resection, it has been customary 
to leave the greater portion of the antrum and to leave only 10 per cent of 


the stomach in the retained proximal fragment. 


4. Tubular resection with transverse gastroplasty. A variant of the present pro- 
cedure was proposed by the writer in 1940?°, 
B. Unacceptable Operations 
1. Gastrojejunostomy. 
> 


2. Pyloroplasty. 


3. Conventional Billroth types of gastric resection in which less than 50 per cent 


of the stomach is removed!®, 


4. The conventional Eiselsberg pyloric exclusion operation in which the mucosa 


is left in the antral fragment?2.25, 


K 

/ 
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| 


Wangensteen—An Acceptable Operation for Peptic Ulcer 


5. The Schmilinsky procedure, in which provision is made tor total imtragastric 
regurgitation. It probably is the most ulcer-abetting of all operations ever re« 


ommended for peptic ulcer. 


Fundusectomy of Connell? in 1929;—when Connell first recommended this pro 
cedure, his illustrations suggest that he removed approximately 25 per cent of 
the total area of the stomach; in 1939%, the excision had been extended to 
remove 40 per cent of the total area of the stomach, This operation has tailed 


to protect against recurrent peptic ulcer 


The extent of Excision of Gastric Tissue in Acceptable Types of Gastric Resection tor 


Peptic Ulcer. (Tracings by my colleague, Dr. F. John Lewis. ) 


A. The three-quarter resection for peptic ulcer 


This operation is adaptable to gastric as well as to duodenal ulcer, and can be 
carried out on the Billroth Tor the Billroth IL principle. It has been indicated that 
the experience of this clinic with the procedure in the relief of idiopathic strictun 
of the esophagus has been satisfactory. These should be called “acid-peptic stvic 


tures of the esophagus”. In the accompanying planigraphic tracings, it is to be 


noted that 71 per cent of the acid-secreting area is excised 


Segmental Resection for Peptic Ulcer 


This operation is applicable to all peptic ulcers except those of the antrum. It is to 
be noted that 75 per cent of the surface area is removed while 89 per cent of the 
acid-secreting area is excised. The antrum being left, it was deemed important to 


OXCISE a comparatively large area of the ie id-secreting area Phere have been 


no recurrent ulcers in 90 patients treated in this manner. Inasmuch as it is antral 


exclusion or separation and not retention of the antrum that is ulcer provoking 
it is likely that a somewhat smaller excision of the acid secreting area may suffice 
A complemental Heineke-Mikulicz pvloroplasty is always mandatory in this pro 


cedure 


Tubular Resection 


This is the operation currently employed in this Clinic for duodenal ulcer. Ob 
viously, it is not applicable to gastric ulcer. The extent of the excision in the acid 
secreting area is not cpurite as large as that in segmental resection. A comparison 
of illustrations b and c will suggest that, in tubular resection (« i somewhat 
longer segment of acid-secreting mucosa is left along the lesser curvature. The 
vagi are not divided in this procedure. Consequently, a pylorotomy is necessary 
only in instances where there is narrowing of the duodenum, or in the presence 
of massive hemorrhage from che duodenum 


Both segmental resection and tubular resection have been employed with satisfac 


tion in the “idiopathic” structures of acid peptic ulcer. Inasmuch as free gastric 
drainage is so important in the relief of acid-peptic strictures of the esophagus 
a Heineke-Mikulicz pvloroplasty is added, even though pyloric obstruction is not 


prese nt 


Tubular resection has proved to be an eminently satisfactory operation in the 
management of duodenal ulcer. Tubular resection protects against the Histamine 


in-Beeswax provoked ulcer in the dog® 
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SEGMENTAL GASTRIC. RESECTION 


\ few years ago, embarked upon the quest of a more suitable operation for 
duodenal ulcer than the ordinary Billroth IL procedure, | revived segmental re 
section”, which Mikulicz had devised and abandoned as long ago as 1897". My 
skirmishes with that procedure have been related elsewhere. It has proved an 
eminently satisfactory operation for duodenal ulcer. In 90 patients to whom the 
procedure was applied, no instances of recurrent ulcer have been observed, a 
circumstance which suggests definitely that leaving the antrum in contact with 
the residual gastric pouch does not invite stomal ulcer. On the contrary, antral ex- 
clusion has long been known to be an ulcer provoking operation. In the hands of 
Mikulicz, Riedel and Payr, segmental resection was unsuccessful, not so much 
because they failed to remove enough stomach, but primarily because they did 
not recognize that segmental resection vagotomized the antrum, thereby crippling 
the emptving mechanism of the reconstituted stomach”. In fact, 50 years after 
Mikulicz) statement of his experience with the procedure, I had to learn that 
these stomachs would not empty satisfactorily unless a supplemental pyloro 
plasty was performed. After a few such experiences, a complemental Heine ke- 
Mikulicz pyloroplastv was added regularly in performing segmental resection 
Phis practice terminated the difficulty and cleared up completely the baffling 
mystery of why patients who had undergone segmental resection had stomachs 
which did not empty. On the technical side too, complemental pyloroplasty 
proved a far simpler manner of dealing with a large indurated supraduodenal 
uleer crater than the difficult task of securing a safe duodenal inversion with 
the Billroth IT operation under such trying circumstances. 


In addition to setting aside the thesis long held by surgeons that the antrum 
had to be removed to prevent recurrent ulcer, segmental resection also became 
i means of adducing convincing proot that, it was not necessary to remove a 
duodenal ulcer to cure it. However, this operation too, like the Billroth operations, 
was not free from the undesirable side-effects of the dumping syndrome. 


TUBULAR Gastric RESECTION 


The experience with segmental resection, just cited, suggested the necessity 
of looking further for an acceptable operation for ulcer. In 1940, a brief account 
of a few encounters with subtotal excision of the acid-secreting area of the 
stomach was published, in which procedure the residual stomach was converted 
into a narrow tube along the lesser curvature?’. In a few instances, a simultaneous 
gastrojejunostomy was added at the antral end of the stomach. The conversion 
of the residual stomach into a narrow tube obviously was not a_ satisfactory 
operation in that the storage capacity of the stomach was lost. With clarification 
of the criteria, which characterized an acceptable resection for ulcer on the 
Billroth TE plan of operation by employment of the histamine-in-beeswax tech- 
nic in dogs, my colleagues and | capitulated completely for a period of years to 


the Billroth Il resection’. In reflecting upon this earlier experience with subtotal 
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excision of the acid-secreting area of the stomach as well as upon the experience 
with segmental resection, it became evident some gains in information might 
accrue from performing the excision of gastric tissue much as it was done in the 
operation of 1940. but with a plastic reconstruction in which the stomach was 
closed transversely. This is the procedure which | have come to describe as 


tubular resection with transverse gastroplasty 


Employment of the midline incision in the upper abdomen, together with 


an extrapleural sternal split going out into the fourth left interspace has provided 


Fig. 6—The Technic of Segmental Reseotion. The steps of the procedure ire: ilhustrated 


the ing sketches reproduced from. the | 149:18-23 Nha 

with permission of the publisher This operation is aplicable to all peptic ulcers, save 
those of the antrum. Mikulicz’ dissatisfaction with — the operation undoubted! 
stemmed from the circumstance that, it was not understood in his day that, a tran 
verse section of the stomach severed the vagi nerve to the antrum. More than 
vears later, the prese nt writer had to learn that for himself IPCtstance 
necessary to do a suppl nental Heineke-Mikulicz pvl ty upon the 

patients oper ted upon in this serie Phereatt 


routinely added at the initial procedure 


excellent surgical exposure The vagi nerves to the antrum are preserved 

distinct advantage over segmental resection. A pvlorotomy of the Heineke 
Mikulicz variety is added therefore only in the presence of a narrow or indurated 
duodenum. The transverse closure of the residual gastric pouch reestablishes a 


fairly satisfactory gastric reservoil 


This operation may be likened to subtotal excision of the thyroid for the 
hyperplastic goiter of Graves’ disease. Unlike the excision technics in the Billroth 


operations, no one segment of gastric tissue is removed completely. My associate 
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Accept Operati 


The Extrapleural Sternotomy Incision 


t 


Phe incision 


Phe finger is inserted beneath the ensitorm, preparatory to insertion of the Lebsecli 
sternal knife 

The Lebsche sternal knife. The knife is driven with an ordinary orthopedic hammer 
Phe lett margin of the divided sternum is retracted laterally. The knife 
cutting the diaphragm downward. The incision 
point at which the 


is shown 
in the diaphragm extends to. the 


pericardium comes directly into view. It iS obvious that, a 


deliberate opening of the pericardium will permit even easier retraction of the rib 
margin on the left sick 


Phe exposure obtained with the sternotomy incision. The whole attic of the upper 
left abdomen comes immediately into view. The 
lobe of the liver has been divided and the 


wascular nt of the left 
liver has been retracted to the right 
It is obvious that, this incision affords excellent exposure for repair of paraesophageal 


hernia?’ as well as for total gastrectomy, in which procedure excision of several 


centimeters of esophagus is to be performed Moreover, sternotomy is very help 
ful in the conventional subtotal gastric resection and is employed routinely in this 
clinic in that operation 

Re-wiring of the sternum. Ordinarily, two No. 24 stainless steel wires suffice. The 
hand-driven awl with a short side arm for engaging and pulling the wire through 
is shown 

The sternum re-wired. The midline incision in the abdominal wall is closed in. the 
conventional manner with two rows of interrupted silk 
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linic of Tubular Resection With Transverse Gastroplasty 
sternotomy incision going extrapleurally into the fourth left: intersp. 
excision of gastric tissue. “Shoe String” covered intestinal clamps iflord 


satisfactory hemostasis. (In area, the amount of tissue excised constitutes a > 


per cent gastric resection Inasmuch as almost the entire antrum remains, the 
removed gastric tissue is ordinarily not as heavy as in a conveational three-quarter 
gastric resection after the Billroth plan of operation 

An incision has been made in the avascular ligament of the duodenum to facilitate 
bringing the proximal and distal ends of the greater curvature of the residual 
gastrin pouch together 

As the removal of gastric tissue goes forward, Curved “Half-Length” clamps are 
placed on the distal side to prevent leakage from the stomach; on the remaining 
segment, long Allis clamps are placed merely approximating the mucosa. This 
expedient, together with preliminary placement of intestinal clamps, affords satis 
factory hemostasis 

The Allis clamps are divided into two groups those placed on the upper segment 
re grouped together and those placed on the lower segment are grouped together 
The tips of the intestinal clamps now are brought together. The suture com 
mences at the greater curvature end of the stomach, several Allis champs being 
released to permit placement of a number of 4-0 silk sutures 

A running suture of catgut is placed over the interrupted silk. The purpose 
the interrupted silk sutures shown in “d” is essentially that of affording good 
coaptation, It is the running catgut suture which provides satisfactory and ade 


ot 


hemostasis 

The first anterior suture is of running catgut, which in turn is followed by an 
inverted row of interrupted silk sutures 

Placement of sutures on. the posterior side. By rotating the stomach, it is com 
paratively easy to inspect the posterior suture line and to place a few additional 
interrupted silk sutures to insure satisfactory peritoneal inversion 

The completed suture. It is apparent that the greater curvature his now become 
the shorter one and that the lesser curvature is considerably longer than the 
greater curvature, A  Heineke-Mikulicz pyloroplasty is added only in the presence 
of a narrowed duodenum, or in the presence of active hemorrhage 

Phe antrum is not vagotomized in tubulur resection with transverse gastroplasty 
hence, the Heineke-Mikuliez pvlorop! isty is only necessary in the presence of a good 
indication for its performance 

Tubular resection has been employed with considerable satisfaction in’ patients 
with massive hemorrhage from duodenal ulcer oper ited upon as emergency pro 
cedures, Inasmuch as the duodenum is not divided as in the Billroth II opera 
tion, the staunching of blood flow in massive he norrhage as well as closure of the 
duodenum in the so-called “irremovable duodenal ulcer” are relatively easy and 


ite | ecdure Ss 


MES —An Accept ible Operation for Peptic Ulcer 623 
Phe 
Th 
b. Th 
t 


624 THE REVIEW OF GASTROENTEROLOGY 


Dr. F. John Lewis'', has plotted the surface area of gastric tissue removed in the 
conventional Billroth operation, segmental resection as well as in tubular re- 


section. It is interesting that 75 per cent of the surface area is removed in each 


of these; the extent of excision of the acid-secreting area varies considerably. And 


inasmuch as the antrum has the thickest wall, the weight of the tissue removed 
in segmental as well as in tubular resection is less than in the Billroth operation. 


The experience with tubular resection has been very gratifying. It obviously 
cannot be applied to gastric ulcer. Loss of weight and other undesirable effects 
of the dumping syndrome are not as noticeable following this —outin as after 
the Billroth operation. Moreover, my associate, Dr. Lloyd MacLean" has been 
able to show that, fat excretion in the stool following tubular resection is re gularly 
less than 5 per cent of the fat ingested, a finding which is in sharp contrast with 
the fat content of the stool, following the Billroth IT operation. This circumstance 
suggests definitely that in those patients in which weight loss is observed, it is 
owing to diminished food intake, or with intake of food of lesser caloric value 
than that of the conventional fattening ulcer diet. 


In the dog, tubular gastric resection also protects against the histamine-in 
beeswax provoked ulcer, an occurrence which has proved very useful as a 
criterion of prediction in determining whether a given operation will protect 
against recurrent ulcer in man. All my colleagues who have had an opportunity 
to perform this operation and to observe a number of patients who have under- 
gone this procedure following operation are enthusiastic over its promise. Inas 
much as the vagi nerves are preserved, the stomach retains its motility, a distinct 
advantage over the segmental resection. And not every patient accepting tubular 
gastric resection needs a pylorotomy. Untortunately, it is only applicable to 
duodenal ulcers. Tubular resection with a Heineke-Mikulicz pyloroplasty, how 
ever, has proved useful in the relief of esophageal narrowing from the regurgita 
tion of acid-peptic juice, as has previously been reported for the Billroth resec 
tion", It is also a very satisfactory operation in bleeding duodenal ulcer. Sey 
eral argos with massive hemorrhage have been subjected to this operative 
mode of attack. A long linear pyloroduodenotomy is made. The bleeding point 
is sutured from within the lumen of the duodenum. A_ transverse closure 

Heineke-Mikulicz) is made and the operation is concluded with a tubular 
resection. This is obviously a simpler and a safer operation than a Billroth II 


operation under these circumstances. 


SUMMARY 


The history of the development of gastric resection technics for peptic 
ulcer has been reviewed briefly. The conventional Billroth [or IL operations 
aflord adequate promise against recurrent ulcer, when an adequate excision is 
done. The experience of this clinic in patients followed as long as 10 vears after 
operation suggests that the incidence of recurrent peptic ulcer is approximately 
one per cent. The most frequent cause of recurrent ulcer is failure to excise 


enough of the greater curvature. This occurrence is noted especially in adipose 
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hypersthenic patients. When re-operation is done for recurrence in such indi- 
viduals, it is observed that, the surgeon who did the first resection tailed to mo 
bilize the fundic end of the stomach adequately. The extrapleural sternotomy 
incision, when combined with a mid-line incision in the upper abdomen, affords 


excellent exposure, even in hypersthenic patients. 


The experience of the Lite Insurance companies in this area following per- 
formance of an adequate gastric resection for peptic ulcer has been such that, 
after a lapse of a few vears following operation, a large number of the patients 
from this clinic have been able to get life insurance as standard risks. This very cir- 
cumstance indicates the veering about in attitude of actuarians concerning the 
promise of operations in protecting against recurrent ulcer. A decade ago, intern- 
ists, military medical people, as well as actuarians, were reluctant to believe that 
operation held any promise of thwarting the ulcer diathesis permanently. This is 


no longer a major concern, 


Today, however, the dissatisfaction of many surgeons concerning the Billroth 
operations is over the circumstance that, an otherwise satisfactory operation is 
accompanied by undesirable side-eflects—a group of symptoms given the label 
of the * ‘dumping syndrome —frequently enough to make the patient, as well 
his physician or surgeon, weigh carefully the indication for operation. In the 
experience of this clinic, the “dumping syndrome” appears to be fairly persistent 
in some degree in approximately 20 per cent of the patients. In 2 per cent of the 


patients, it may be disabling 


The experience of this clinic with segmental resection indicates quite defi 
nitely that, retention of the antrum does not compromise the promise of this 
procedure. In fact, no recurrences have been observed in 90 patients who under 
went segmental resection for peptic ulcer in this clinic. It is separation of the 
antrum in the antral exclusion operation which potentiates the recurrence of 
ulcer after an otherwise satisfactory gastric resection for peptic ulcer. These 
observations suggested the possibility ot modifying slightly the tubular resection 
which the writer?’ described under the title of “Subtotal Excision of the Acid 


Secreting Area” in 1940. Transverse closure of the residual gastric pouch is 


described herein as tubular resection with transverse gastroplasty. A group of 


approximately 90 patients with duodenal ulcer have now been operated upon 
by this technic. The results of the operation appear very promising. The technic 
ot the procedure is described and illustrated 


The vagi nerves are retained. A Heineke-Mikulicz pyloroplasty therefore is 
mandatory only in the presence of a narrowed duodenum, or in the presence of 
active hemorrhage. This operation appears to be followed by considerably less 
evidence of the “dumping syndrome” than are the conventional Billroth opera 
tions, or even segmental gastric resection. This operation protects against the 
histamine-in-beeswax provoked ulcer in the dog. Inasmuch as a miniature gastric 
pouch is re-established and the vagus innervation to the antrum as well as to the 


alimentary tract remains intact. this operation would seem to afford at least as 
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much promise as any of the technics of gastric resection which have been 
described heretofore 

The sketches employed to illustrate the procedures described herein were done for me 


by Mrs. Louise Marshall Follett. The writer is pleased to add that, they make an important | 
contribution to this presentation. ) 
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PROBLEMS IN GASTRIC SURGERY® 


RUSSEL H. PATTERSON, M.D 
and 
JOSE M. CANTELLOPS, MILD 


New York, N.Y 


We are happy to appear on the program for the Course in) Postgraduate 


Gastroenterology and have chosen to discuss Gastric surgical problems which 


require additional clarification or emphasis. The material is presented ina 


didactic manner, colored by our own impressions and experiences 


“Gastric ULCER —A SturcicaL DIsEAs! 


\ duodenal ulcer is primarily a medical disease, and surgery is used for the 
treatment of its complications. A gastric ulcer, on the other hand, is primarily a 
surgical disease tor frequently such an ulcer is malignant. All ulcers of the 
greater Curvature are cancer until removed studied by. the pathologist 
Furthermore, an ulcer anywhere in the stomach of a patient over forty vears of 
age, Espec ially if it is more than | centimeter in diameter, and if the gastric acid 
is absent or low, is assumed to be carcinoma until removed and examined by the 
pathologist Ten to twenty per cent or more of all gastric ulcers, thought clinically 


to be benign, turn out to be malignant 


We therefore believe that those who advocate! gastric resection on all 
gastric ulcers are more nearly correct in their position Let us take the case of 
a voung patient under forty, with recent symptoms hospitalized and under good 
medical supervision. [f this patient reveals an ulcer on the lesser curvature 
smaller than 1 centimeter in diameter, and has a normal or high gastric acidity 
we believe that medical treatment may be continued until the patient is well 
provided that he shows evidence of clinical and fluoroscopic healing over a two 
week period This group represents about 25 per cent ot patients treated tor 
gastric ulcer. If the symptoms recur, or if the ulcer does not disappear bv fluoro 
scopy in six weeks, we feel that this patient should have a gastrectomy removing 
the ulcer. Any operation which does not remove the ulcer is not justified. Such 
operations as subtotal gastrectomy below the ulcer, simple gastroenterostomy 
or vagotomy with or without gastroenterostomy have no role in the therapy of 


gastric ulcer. 


Local CXCISION of the ulcer is a poo! operation because the CC nditions pro 
ducing the ulcer have not been altered. Furthermore, local excision operations 


have been followed by recurrences in the majority of cases. 


°Presented before the Course in Postgraduate Gastroenterology of the National Gastro 
enterological Association, New York, N. Y., 23, 24, 25 October 1952 
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High gastric ulcers on the posterior surface of the cardia have caused us 
the greatest diagnostic and technical difficulties. The Huoroscopist is very apt to 
miss this ulcer, We make every effort to pertorm the gastrectomy below the 
diaphragm. Sometimes a very small amount of stomach is left but unless the case 
is cancer we believe that any amount of stomach is better than none at all 
Furthermore, we like to preserve the normal esophagogastric mechanism it 


possible 


Gastrectomy for gastric ulcer is a very satisfactory operation today, the 
immediate mortality being about 2 or 3 per cent®. The late results are 90 per cent 
excellent. Patients fare better than do those submitted to operation for 
duodenal ulcer. Gastrojejunal ulcer is extremely rare; in fact, we have never 


SCCTL 


Revealing large penetrating duodenal ulcer. Gastrectomy, using exclusion 
procedure performed Sept 26, 1950 


\ctivation of an ulcer by cortisone therapy seems to have been definitely 
proved by several recent case reports’. Uniquely, all the ulcers so activated have 
been gastric, and perforation and bleeding have been conspicuous in such cases 


(See Case 4 below 


BLEEDING Peptic ULCER 


Most cases of bleeding peptic ulcer will respond to medical therapy, how 


ever, between 5 and LO per cent still continue to bleed and die despite the best 


medical care’. It is now conceded that if this 3 per cent is subjected to surgical 


care sufficiently carly most of them can be salvaged. Thus the problem is to 
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select from all the bleeding cases the 5 per cent requiring surgical care. The 


difficulty in the past has been to determine the criteria for surgery, or to define 
massive gastroduodenal hemorrhage. For the past few vears we have found it 
very helptul to regard and treat these cases as any other patients in traumatic 
shock For some reason, Massive bleeding from peptc ulcer has been considered 
different and apart from hemorrhagic shock produced by trauma, when as a 
matter of fact, both groups of cases are similar in every way and should be 
treated alike 


The shock thus produced is worth a brief review**. In essence hemorrhagic 
shock is a series of events following the reduction of the effective blood volume 
In order to compensate for the reduced venous return of blood to the heart 
reflex. vasoconstriction is produced, usually accompanied with a slight elevation 
of the pulse. If the loss of circulating blood stops before an indefinite point, 


restitution of the blood volume is made up by dilution. With further loss of 


Jejunal or anastomotic ulcer following one vear after gastrectomy 


blood and fluids, there is decreased cardiac output and the blood pressure begins 
to fall. There is a progressive anoxia of the tissues with resulting damage to 
vital organs such as the brain, heart, liver, and adrenals. Indeed, anoxic liver 
damage is regarded by many to be one of the most serious phases of shock 
If there is extensive gross destruction, the shock is intensified with particularly 


severe effect upon the kidnevs 


In such patients, laboratory tests for shock, including the hematocrit, are 
apt to be misleading for the patient is bleeding on while the laboratory performs 


the test. A falling blood pressure still remains the vital criterion of shock. If the 


systolic blood pressure readings are in the range of 50 to 100 millimeters the 


blood loss has usually exceeded 25 per cent If the blood pressure is 60 millimeters 
or below there is likelihood that the blood loss has been 35 to 40 pel cent of the 


total volume. Therefore the only logical wav to correct such shock is by the 
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immediate use of whole blood. [f between two to tour pints ot whole blood 
are ineflective in maintaining the blood pressure at a level of $5 millimeters of 
mercury O1 better, then the next step in the control of shock should be taken, 
namely, to stop the hemorrhage by operative procedure. We do not. believe 
in an arbitrary period during which we will let a peptic ulcer patient bleed 
before surgery is employed. Some set an arbitrary time of 48 hours vet we are 
all aware that shock persisting from hemorrhage for as long as 18 hours is 
very serious’, One would never think of letting other types of “internal hemor 
rhage” persist for this period. We operate on these patients when we feel that 
they are losing the blood as fast as it is being administered. It requires from 6 
to 24 hours to obtain all the necessary tests, to make the diagnosis, and to 


prepare the patient for operation 


Patients who stop bleeding after being admitted to the hospital are placed 


under caretul medical regime They are observed closely and if ble Wn? 


resumes they are prepared for operation as quickly as possible. 


Our patients have received much better care since we have adopted the 
policy of treating them as we treat patients with shock and hemorrhage trom 
any other cause. When patients are first admitted to the hospital with massive 
hemorrhage the worst ones will often have one or more of the following charac 
teristics: age of 45 years or older; hematemesis; recurrence of bleeding atte 
cessation; some degree of pyloric stenosis; severe pain at the onset of the 


hemorrhage. These factors are ominous. 


\ correct diagnosis can usually be made by a caretul history, physical 
examination, and by the use of routine blood and blood chemistry tests upon 
admission to the hospital. The most puzzling patients are those admitted with 
no previous history or x-rays. In this group we attempt to eliminate hemorrhagic 


diathesis and cirrhosis as a cause of hemorrhage. 


The use of a thin barium swallow and fluoroscopy is advocated by Harvey* 
and Amendola’. Weintraub!’, however. opposes this procedure because of the 
possible harm done to the patient by moving him around. He also believes that 
the x-ravs obtained are unreliable with blood in the stomach or duodenum. Ws 
feel we gain nothing by attempting to fluoroscope the massive continuous bleed 


ing ulcer. Tf the bleeding stops that is another matte 


We do not operate upon a patient unless we are fairly certain of the diagnosis 
but a problem arises when one does operate and does not find an ulcer. What 
course should one take? We do not hesitate to do a gastrotomy or a duodenotomy 
We frequently wash the stomach and duodenum out with a warm saline solution 
and then use retractors and a light for inspection. In some cases with extensive 
gastritis, questionable ulcer, or marked prolapse of the mucous membrane, we 
have proceeded to perform a subtotal gastrectomy. Amendola? advises closing 


such a patient without further disturbing the stomach. On the other hand, 


Patterson and Cantellops Gastric Surgery 


Stewart believes in doing a gastrectomy in all of these cases. We try to individ 
ualize in this group 


Subtotal gastrectomy is our choice of operation on these bleeding cases with 


ulcers. It is doubtful that the bleeding vessel can be ligated with any consistency; 


in fact. we have never been able to do it. We make every effort to remove the 
pylorus in such cases, and if this is impossible we perform an exclusion operation 
removing, if possible, the antral and pyloric mucous membrane. If the latter is 


not practical we periorm a vagotomy with the pyloric exclusion. 


(Case 2)—Tweity days following vagotomy for jejunal ulcer. Large jejunal ulcer 
shown in Fig. 2 has entirely disappeared and the patient is symptom-free 


In regard to complications, antibiotics have practically eliminated pneumonia 
and peritonitis. In some cases the duodenal stump is difficult to close because ot 
the extent of the duodenal ulcer and the inflammatory reaction about it. In these 
severe Cases 1t 18 imperative to remove the ulcer to prevent recurrence of the 
bleeding. Great care should be exercised when closing the duodenal stump 
Omentum or nearby tissue should be sutured over the stump and in all closures 
that are not satisfactory at the time, a drain should be lett down to the duodenal 
stump. Late recognition of a blown-out duodenal stump will more often than 


not end in a fatality. If there is any question about the integrity of the common 
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duct a T tube is passed through the common duct into the duodenum to remain 
for several days after the operation. We also employ gastric drainage postopera- 
tively tor two to five days. This is quite sufficient to decompress the stomach 
and we have not found jejunostomies, such as those performed by Allen, to be 


necessa;’ry. 


VAGOTOMY 


In order to evaluate the operation of vagotomy for peptic ulcer all the vagus 
fibres would have to be divided, That this is accomplished at every operation is 
doubtful. The operation is now se performed alone -usually being com- 
bined with some other operation, as gastroenterostomy or gastric resection. In 
the former operation neither the pylorus nor the ulcer is disturbed. In the latter 
operation the ulcer or the pylorus may or may not be removed. If the pylorus 
is not removed the mucosa may or may not be excised from the antral stump. 


Furthermore, varying amounts of stomach are removed by different surgeons. 


4—Reveals typical cauliflower or umbrella effect in case of prolapse of gastric mucous 


membrane, This patient had no gastric symptoms 


And lastly, the ulcer may be gastric. duodenal, or both. All of these variants 


should be taken into consideration when gathering statistics, and the follow-up 


should be a matter of vears 


There seems to be ample proof that vagotomy is a good operation for an 
anastomotic or jejunal ulcer following gastroenterostomy or gastrectomy'! ( Figs. 


1, 2, 3—See Case 2 


We believe vagotomy with gastroenterostomy is advisable in cases oft 
duodenal ulcer where, because of local or general conditions, it is thought in- 


advisable to perform a gastrectomy. 


We oppose vagotomy and gastroenterostomy for gastric ulcer because of 


the possibility of malignancy. 


We would never perform vagotomy combined with any operation tor bleed- 


ing ulcer unless the ulcer were removed. 
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Vagotomy with gastrectomy for gastric ulcer is not necessarv because 


anastomotic ulcers very rarely follow inh such Cases We have Hever seen one 


Vagotomy with gastrectomy for duodenal ulcer is an advisable procedure 
in the prevention of marginal ulcer when the ulcer and the pylorus or its 


mucous membrane are not removed 


“AcuTE PERFORATED Peptic ULCER QUESTION OF A DEFINITIVE OPERATION 


FOLLOWING THe ExterGeENCY OPERATION OF PLICATION 


\ perforated peptic ulcer is usually treated surgically by simple closure of 
the perforation. The mortality has been steadily decreasing and is now probably 
not over 10 per cent!’, and may be as low as 3 per cent. This may be compared 


with a mortality of 44 per cent up to LY1L6. and 26 per cent to 1940! 


Several factors make the prognosis less favorable. They are (1) a long time 


interval between perforation and treatment, (2) a patient in the older age 


) Reveals prepyloric detect produced by aberrant pa were tlh i voctule 


group, (3) a gastric ulcer rather than duodenal, and (4) pertoration in a remale 
patient. 

The case fatality rate, however, is decreasing in all these groups as a result 
of better pre- and postoperative care, including nasogastric suction, the use of 
antibiotics, blood, and similar supportive therapy. Consideration must also 
be given to improved anesthesia, with the prevention of aspiration during and 


after the operation. 


Recently there has been strong opinion voiced in favor of performing a 


definitive operation, such as gastrectomy, on all or most all of the patients who 
recover from perforation’. Of course, we formerly believed that an ulcer patient 
who survived a perforation was cured. Glenn’ states that he advises patients 
who have undergone simple plication for perforation to return for definitive 
operation within six months. Turner'® states, “In the immediate postoperative 
period prophylactic surgical therapy (preferably subtotal gastrectomy ) is advised 
in all patients with perforated ulcer”. Turner further states that 85.3 per cent of 
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the patients treate ‘d only by plic ation continued to have symptoms of peptic ulcer 


rier per ce nt of the cases hi ing severe symptoms, 


Others’ state that about 50 per cent of the recurrences are mild, 25 per 
cent are severe but do not require operation, and 25 per cent require further 


surgery 


\t the Knickerbocker Hospital we find that 16 per cent of peptic ulcer pa 
tients admitted for definitive surgery have previousiv perforated on one ot 


more OCCASIONS. 


e do not know what the truth is about the asymptomatic group following 
pertoration. Follow-up reports are few and, as is seen, the figures are at wide 
variance, Until more good reports are forthcoming we will have to individualize 
on the choice of cases on which we recommend further definitive surgery. We 
do know that a patient who has perforated and recovered still probably has an 
ulcer diathesis. He is the victim of a chronic disease which is characterized by 
periods of remission and relapse. In order to know what happens to him he 
has to be carefully followed for many years. If he is going to recover and stay 
well we do not want to submit him to a major surgical procedure, but if one of 
the serious ulcer complications can be anticipated the patient should be subjected 


to what we hope would be a curative operation (See Case 1). 


PROLAPSE OF THE Gastric \buCcous MIEMBRANI 


Roentgenologists are now reporting prolapse of the antral mucous membrane 
in from 1.04 per cent’® to 15.5 per cent!” of the cases who come to them for 
Huoroscopy (Fig. 4). Surgical pathologists seldom put this diagnosis on their 
reports, perhaps because not many specimens operated for this condition are 
sent to them. In talking to several pathologists they have informed me of isolated 
cases that impressed them very strongly. There have been relatively few cases 
submitted to surgical treatment, and moreover, most physicians will not acce pt 
mucosal prolapse as a primary or secondary cause of gastric symptoms. It seems 
important, therefore, that gastroente rologists watch for these cases, study them 


and report them in the hope that the subject can be clarified. 


Authentic cases in which massive bleeding or, pyloric obstruction com- 
plicated antral prolapse have been reported. All authors stress the fact that 
since there is nothing to see on the outside of the stomach or duodenum, a 
gastrotomy or even a duodenotomy is absolutely necessary to definitely estab- 
lish the di: gnosis at the operating table. Most of the cases operated upon have 
had a pylorotomy followed by a pyloroplasty of the Heinecke-Mikulicz or 
Finney types. We prefer instead of a pyloroplasty, a pylorectomy followed by 
a gastrojejunostomy of the Polya type, or some modification of it. We dislike 
pyloroplasty as an operation, and feel that by resecting the pylorus and adjacent 
antrum and duodenum the entire specimen can be studied. We thus will even- 
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tually determine the role, if any, that prolapsed gastric mucous membrane plays 


in gastroduode nal diseases. 


In our minds the secondary role plaved by prolapse is unquestioned. We 
have seen on more than one occasion a pedunculated antral tumor pass down 
through the pylorus pulling along a liberal fold of mucous membrane at its 
base, and today we are reporting a case (see Case 3 below) associated with an 


aberrant pancreatic rest at the pylorus (See Fig. 5 and Case 3 


SUMMARY 


The first topic discussed was gastric ulcer which again deserves further 
emphasis as to its fundamental surgical nature. It is amenable to proper surgery 


with excellent results, although some gastric ulcers present exceptional problems 


We have pointed out the fact that massive hemorrhage in peptic ulcer 
differs in no wav from hemorrhagic shock seen in cases of ruptured spleens 


livers. and ectopic pregnancies. 


We believe a statement dealing with the indications for vagotomy in gastric 


surgery was Warranted 


Because of the recent controversy over the performance of definitive gastric 
surgery subsequent to plication in perforated peptic ulcer, we have discuss 
this problem 


We have commented on the subject of prolaps« of the gastric mucous mem 


brane, because at prese nt it seems to be a nebulous disease 


Finally, four case reports are given below illustrating many of the problems 


in the surgery of peptic ulcer 


Cask Reports 
Case 1:—Complicated perforated, bleeding duodenal ulcet 


This 60 year old white male was admitted to the Knickerbocker Hospital on 
February 20, 1952. He came into the Accident Ward having had severe epi 
gastric pain for 29 hours. Examination revealed a board-like, rigid abdomen. The 
patient was in shock, blood pressure S0/60. At operation two hours after ad 
mission, there was 1,000 c.c. of vellow fluid aspirated from his abdominal cavity 
and the intestines were covered with fibrinous material. There was a 2 centimetet 
perforation on the superior surface of the first portion of the duodenum. A 
biopsy of the ulcer was taken and then it was plicated with omentum being 


pli iced in the suture after the manner of Graham 


Postoperatively the patient developed right lower lobar pneumonia, even 


though he was on antibiotics prior to and following his operation 
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Four days postoperative, when he was getting over his pneumonia, he 


developed severe diarrhea for several days. 


He then began to vomit occasionally and a barium swallow revealed marked 
gastric retention with pyloric obstruction. 


Thirty days postoperative the patient had another barium swallow, and 12 
hours later he was found lying in the bathroom vomiting large amounts of 
blood and passing a large bloody stool. He was in shock and his blood pressure 
again went down to 80/60. The patient did not respond to two pints of blood 
and accordingly 14 hours after this bleeding episode several pints of reserve 
blood were obtained and the patient was submitted to a gastrectomy. 


At the time of the gastrectomy the whole first portion of the duodenum was 
replaced by an ulcer which was perforating into the head of the pancreas and 
active bleeding was taking place in the base of the ulcer. The ulcer could not 
be excised so several sutures were taken in its base in an attempt to stop the 
bleeding, and the anterior wall of the duodenum was inverted into a cone-like 
structure to act as a tamponade at the bleeding site. A posterior Polya anastomosis 
was performed and a large drain was placed down to the douden: il stump. 


Four days after the gastrectomy the patient had definite evidence of a 


leaking duodenal stump. A catheter was inserted alongside the drain to the 


duodenal stump and mild continuous suction applied. The patient meantime was 


given whole blood and supportive treatment. 


The patient was finally discharged 37 days after the subtotal gastrectomy, 


and 69 days following plication of his perforated ulcer. 


The patient has been seen recently and has gained forty pounds and 


tree of symptoms. 


This illustrates the following: 


1. A patient operated upon 31 hours after perforation, 


Postoperative pneumonia. 


3. Duodenal obstruction following pertoration. 


t. Massive hemorrhage from the ulcer, requiring gastric resection, 


5. Blown out duodenal stump. 


Case 2:—The effectiveness of vagotomy for anastomotic ulcer (See Figs. 1, 


2, 3) 


This 43 year old white male was admitted to the New York Hospital, (Case 


£581 379), on September 22, 1950. He had severe and disabling duodenal ulcer 


pain for one year. We performed an exclusion gastrectomy. A large ulcer of the 


second portion of the duodenum was found, penetrating into the pancreas, and 


there was extensive inflammation of the pancreas and duodenum, the whole 
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mass was four inches in diameter. The stomach had to be divided proximal to the 
pyloric sphincter, the pylorus and antral mucous membrane were not removed. 
The patient did well for eight months following. He then began to have marked 
symptoms, X-rays revealed a large penetrating marginal ulcer. Banthine and 
medical treatment did not relieve his symptoms. On September 15, 1951, one 
year after his gastrectomy, the patient was reoperated upon and a subdiaphragm- 
atic vagotomy was pe ‘formed. At the time of the v: igotomy the old ulcer of the 
duodenum was not present and the pylorus and duodenum appeared normal. 
The gastrojejunostomy was in good condition, there being a three finger open- 
ing in the anastomosis. One inch distal to the anastomosis, there was a jejunal 
ulcer, the crater of which would admit one’s thumb. 


Following the vagotomy the patient was immediately relieved of all symp- 
toms and in a matter of one month it was impossible by Huoroscopic examina- 
tion to see the marginal ulcer which formerly had been very definite. The patient 
has remained symptom-free since the vagotomy. 


Case 3:—Prolapse of antral mucous membrane with aberrant pancreatic 
tissue. 


This 55 year old white male admitted to the New York Hospital, (Case 
2495 414), on November 26, 1950, over a five year period had five severe bowel 
hemorrhages with mild indigestion. By fluoroscopy no ulcer could be visualized, 
but what was taken for a pyloric polyp was identified. Because of the repeated 
hemorrhages the patient was submitted to operation on November 30, 1950. 
The only gross finding was a small firm nodule in the lower antral wall, about 
the size of the end of one’s index finger, one centimeter from the pylorus. A 
gastrotomy was then done. The mucous membrane over this fixed nodule was 
redundant and with a small sponge stick could be easily pushed down some 
three centimeters into the pylorus. The mucous membrane was not ulcerated or 
especially thickened. We believe that the mucous membrane had at times bled, 
but no evidence of this was seen at operation, but the patient had been on a 
Sippy regime tor 30 days before operation. 


{ pylorectomy was performed removing about 10 centimeters of the antrum 
the pylorus, and 2 centimeters of the duodenum. A Polya gastrojejunostomy was 


then performed, 


The pathologist reported on the specimen removed as follows: “The mucosa 
of neither stomach nor pylorus is ulcerated. In some areas it is extremely thick 
because of the numerous Brunner’s glands. Immediately beneath the mucosa 
of the pyloric ring itself there is an irregular rounded mass of pancreatic acini 
There is no anaplasia or any other suggestion of malignant tumor. At the borde: 
of the acinar tissue there is a closely packed collection of small pancreatic duets 
and although these are imbedded in fibrous tissue that thes seem to infiltrate 
there is no true tumor here” 
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It has been two vears now since operation and the patient has been symptom- 


free to date. 


This was a real case of prolapse of the mucous membrane of the antrum. 
The ectopic pancreatic nodule did not move but was fixed beneath and not 
attached to the mucosa, Whether the pancreatic nodule had any bearing on the 
case we do not know. It is possible that the stomach was constantly attempting 
to extrude the mass. By performing a pylorectomy we were able to give the 


specimen to the pathologist for accurate study, 


Case 4:—Activation of gastric ulcer by Cortisone therapy. 


4 36 vear old white male admitted to New York Hospital (Case $622 224 
on February 23, 1952. For the four previous years he had had intermittent 


attacks of left subcostal epigastric pain which was relieved by food. X-ray 


examinations of the stomach had all been negative. For 15 vears the patient had 


psoriasis to such a degree that it required some two hours for him to dress in 
the morning. His hands, face, and whole body were involved. A dermatologist 
recommended cortisone in doses trom LOO to 150 milligrams a day. This therapy 
was started nine months before admission, The relief from his psoriasis was 
dramatic and it made a new man out of the patient. He tried discontinuing the 
cortisone but the psoriasis would reappear, so he had no intention of ever dis 
continuing it. His blood pressure, however, which was normal at the beginning 
of the therapy had now risen to 230/110. The patient was worried about this but 
said he would rather die of high blood pressure and no psoriasis than to live 


longer with psoriasis. 


Might davs betore admission the patient had severe left subcostal stomach 
pains, An x-ray at this time was negative but one day prior to admission he 
began to vomit bleod and have many large loose tarry stools mixed at. times 


with bright red blood 


On admission to the hospital the patient was in mild shock. He was given 
two pints of blood on admission. He seemed to stop bleeding tor 24 hours but 
on the second day it was necessary to give him two more pints of blood. Despite 
the transfusions his hemoglobin continued to drop, falling to 7.2 grams on the 
second hospital day. The patient had nausea. He had marked abdominal pain 
both being bad signs in these cases. Forty-cight hours after admission the patient 
was taken to the operating room and a gastric resection was performed. ‘The 
ulcer was one inch and a half in diameter. It was posteriorly on the lesser curva- 
ture about two inches trom the esophagus so verv high that almost a total gastric 


resection had to be performed, about $5 per cent of the stomach was removed 


It is interesting to note that the patient's blood pressure when he went to 
the operating room was systolic pressure 110, pulse 130. The pressure of 110 was 
a shock level for him because his normal pressure was 230. On the advice ot 


Dr. Ephriam Schoor the patient was given 100 milligrams of cortisone intra 
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muscularly before the operation and LOO milligrams intravenously during the 
operation. This was done because of the probable adrenal insufficiency which 
this patient had and which had been produced by cortisone therapy. During 


the operation 2,500 c.c. of blood was given, being necessary to maintain his 


blood pressure just above shock levels. The patient did well immediately after 


operation, and has remained symptom-free though he still takes LOO milligrams 
of cortisone a day and his systolic pressure is still 230. We have had only one 
other such case as this in the New York Hospital. 


1. This case illustrates the handling of massive hemorrhage 


2. It calls attention to the ability of cortisone to reactivate an ulcer 


3. It presented a high ulcer requiring removal of perhaps SO to $5 per cent 


he stomach. 
t. Despite the large size of the ulcer it still was not malignant 
5. N-ravs and Huoroscopy did not reveal the large ulcer 


6. The patient has had no gastric symptoms since operation. His systoli¢ 
blood pressure is still 230 millimeters, he takes LOO milligrams of cortisone daily 


ali | his PSOPLASTS symptoms are minimal 
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DISCUSSION 


Dr. 1. Snapper:—kor the treatment of a gastric or duodenal hemorrhage 
blood transfusions are necessary to combat the shock. Unfortunately many 
pli sicians and surgeons are not satisfied if the shock syndrome has disappeared 
they also want to raise the hemoglobin to normal levels. The large amount of 
transfusions given for this purpose constitutes one of the main reasons why so 
many gastric hemorrhages continue. A hemorrhage of the stomach stops only 
if the circulating blood volume is reduced, and an excess of blood transfusions 
leads to an increase of the circulating blood mass. Therefore, the quantity of 
blood administered to an active bleeding ulcer should suffice to repair the vaso 
motor collapse and during the hemorrhage not too much attention should be 


paid to the hemoglobin figures 


The diet given during the hemorrhage is not without importance. If a 
patient continues bleeding on a starvation diet, a Meulengracht diet should be 
given, If, however, as is frequently the case, the patient who is on a Meulengracht 
diet continues to bleed, then only l tablespoon full of milk and lime water should 


be given everv 15 to 30 minutes, 


If the number of blood transfusions is restricted and caretul attention is 
viven to the diet, indications for surgical treatment of gastric hemorrhages will 
only seldom be encountered. Erosion of a large arterv is a rare occurrence in 


stomach or duodenal ulcers. 


The prognosis of gastric hemorrhages in patients with hypertension is 


unfavorable either with or without surgical intervention. 


Dr. O. I. Wangensteen:—I should like to make a brief comment on bleeding. 
| enjoyed Dr, Patterson’s paper very much. Obviously he has had a large ex- 


perience in the surgery of peptic ulcer. 


In 1944 | had come to the conclusion that when one operated for bleeding 
and found no ulcer, if there had been hemaiemesis—1 think this is an important 
point—you can write it down that, the patient has an acid-peptic linked bleed- 
ing, whether he has cirrhosis, esophageal varices, or peptic ulcer. One comes 


to conclusions slowly and often one cannot retrace the steps which led to the 


conclusion; by that time (1944) Thad made up my mind that, | would resect 


in such instances of hematemesis in the absence of clinical findings at operation 
as much stomach as one would for a bona fide duodenal ulcer. | was doing the 
conventional Billroth [1] operation then for duodenal ulcer. In the early sum- 
mer of 1944 1 did two such operations for patients in whom there had been 


hematemesis and no lesion could be seen or felt at operation. Both patients 
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proved to have a small erosion, high on the lesser curvature. Both patients have 
remained well. And in the intervening vears, of course, many additional gastric 
resections have been done for patients with bleeding, who had experienced 
hematemesis, but in whom at operation no findings suggestive of ulcer were 
observed (Canad. M.A.J. 53:309, 1945 ) 


There is one thing one should do always, if there are no findings at 
operation: that is, to measure the portal pressure. If portal hypertension is present 
that is, a venous pressure in excess of 20 cm. of saline solution, | have come 
to favor excision of the entire acid-secreting area of the stomach anastomosing 
the esophagus to the antrum (‘Transactions and Studies of the College of Physi 
cians of Philadelphia April, 1950 


I have spoken of excision of the lower end of the esophagus for esophags al 
varices, together with sacrifice of the entire acid-secreting area of the stomach 
In patients where that procedure has been done for the bleeding of portal hyper 


tension, there has been no recurrence of hemorrhage 


There has been a definite and steady and continued falling-off in the mor 
tality from appendicitis, from fifteen deaths per hundred thousand population 
in 1935, until for the last two vears, the present mortality is approximately two 
per hundred thousand. And so similarly for bowel obstruction, too, there has 
been a definite lowering of the mortality during the past dozen vears from a 
mortality of about eleven deaths per hundred thousand of population to approxi 
mately six per hundred thousand. Interestingly enough the two large continuing 
areas of mortality in bowel obstruction are at the extremes of life—from the difh 
cult atresias in the new born, and from the obstructive cancers of the colon in the 
aged. In the ages of 15-65 vears of age, the Metropolitan Life Insurance Company 
reports a mortality of four to five per hundred thousand population 


The mortality from peptic ulcer during the past thirty years, however, has 
remained very much the same, even though there has been great improvement in 
the mortality of perforation. Prior to 1940, the mortality of perforated peptic 
ulcer was in the area of 20 per cent. I think there have been several years, in 
our Clinic, when no deaths from pertoration occurred. I think it would be safe 
to suggest that the present mortality of perforated peptic ulcer is certainly less 
than 5 per cent. 


What causes this continued n, ortality from peptic ulcer” It is hemorrhage, 


primarily, too long continued medical management of mi inv patients with peptic 


ulcer. We have good operations for peptic ulcer today and [ think earlier 


operation is often in order, and especially for hemorrhage. 


\ mortality of four to five per hundred thousand, the present death rate from 
peptic ulcer over the last thirty vears, is not large as contrasted with the mortality 
from appendicitis of fifteen vears ago. We should. however, be noticing some 


improvement, and there apparently is none—certainly not in the vital statistics 
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The area in which this improvement must come is in the management of hemor- 


rhage. Hemorrhage, ordinarily, is a surgical problem. It is unfortunate that in 
the instance of peptic ulcer, internists continue to insist that bleeding ulcers are 


primarily a medical problem. This situation obviously is ripe for a change in 


point of view. Today peptic ulcer is probably the important surgical disease 


amongst acute benign affections of abdominal viscera of all diseases of the 


peritoneal cavity. 


THE SURGICAL ASPECTS OF DIVERTICULITIS ® 


FRANK GLENN, M.D.+ 
and 
CHARLES S. HARRISON, M.D 
New York, N.Y 


One of the earliest descriptions of a complication of diverticulitis of the 
colon was that by Sidney Jones in 1859, a case of vesicocolonic fistula, but. it 
apparently stimulated little interest. Nor did Mayo, Wilson and Griffin arouse 
much comment in 1907 with their report of a small series of “acquired divertic 
ulitis of the large intestine”. A clinical diagnosis of diverticulitis was rare until 
\-ray came into use. Visualization of the colon with barium by roentgen exami 
nation in 1914 provided a ready means of demonstrating diverticulosis of the 
large bowel. Though generally explained on a basis of muscular deficiency, the 


cause of diverticuli is not completely understood. It is quite evident, howeve1 


that by and large they develop during the vears of degenerative changes and 


4 


a) X-ray visualization of an obstructing lesion for which a colostomy was done 
(b After resection one month later because of persistent inflammation ( Site of 


inastomosis after resection and closure of colostomy 


are found chiefly in the older age group. The proportion of ou population falling 
into that category is increasing with the extension of the life span, and so it 
follows that those whose practice is derived chiefly from the group over forty 


are encountering an increasing number of patients with diverticulosis. 


The surgeon becomes concerned with diverticulosis when the patient devel 
ops diverticulitis with or without complications of obstruction, perforation, and 


subsequent abscess or fistula formation. Fortunately, though the frequency with 
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which these situations are encountered has increased, we are better able to 
combat them since the advent of the chemotherapeutic and antibiotic substances 
and with our other advances in surgery. 


It is virtually impossible to determine accurately the percentage of people 
with diverticulosis, but it has been estimated to be between 3 and 8 per cent 
of the general population. The fact that the vast majority never have x-ray 
studies nor are autopsied at death makes any figure conjectural. The reporting 
of routine barium enema studies does not give a true index because many of 
these patients have vague abdominal complaints which could be attributed to 
large bowel disease, thus producing an unreasonably high figure. This same 
source of error is found in reports of co-existing carcinoma of the colon and 
diverticulitis. 

Most patients, perhaps 75 per cent, on whom a diagnosis of diverticulitis 
has been made may be managed conservatively on an ambulatory basis. With 
the remainder, the severity of their symptoms warrants hospitalization and many 
in this group eventually require surgery. 


TABLE I 


Group Category 


Diverticulitis as secondary diagnosis 
Diverticulitis treated conservatively 
Diverticulitis requiring emergency surgery 


Diverticulitis requiring elective surgery 29 
Total 102 


Because of the increasing need for surgical management in this condition 
we have subjected to critical analysis all cases of diverticulitis admitted to the 
surgical pavilions of The New York Hospital-Cornell Medical Center during the 
five year period from 1947 to 1951 inclusive. This period has been chosen 
because the patients have had the benefit of the new antibiotics. Their follow-up 
period is too short to be of significance but it is included for completeness. 


\ diagnosis of acute diverticulitiy of the colon was made on 102 patients 


during this five year period, 59 males and 43 females. The average age was 


60.2 vears. To clarify the study, the group was divided into four categories: (1 


diverticulosis as a secondary diagnosis; (2) acute diverticulitis treated conserva- 
tively, (3) acute diverticulitis requiring emergency surgery, and (4) acute 
diverticulitis treated by elective procedures. 

Group I—SECONDARY DIAGNOSIS OF DIVERTICULITIS 


Although their admission was based on another diagnosis, 30 patients were 
discovered to have diverticulitis in addition to their primary complaint. Seven 
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teen in this group were men, 13 were women. Their average age was 62 years 


Their diagnoses on admission were as follows: 


TABLE I 


SECONDARY DIAGNOSIS OF DIVERTICULITIS 
Admitting Diagnosis 


Gastrointestinal Tract 
Esophageal Varices 
Scleroderma of esophagus 
Prolapse of gastric mucosa 
Duodenal ulcer 
Marginal ulcer 
Malfunctioning gastroenterostomy 
Polyp of colon 
Carcinoma of rectum 
Carcinoma of anus 
Fistula-in-ano 
Hemorrhoids 


Biliary Tract 
Chronic cholecystitis 
Acute cholecystitis 


Othe: 
Thyroid adenomit 
Lipoma 
Carcinoma of breast 
Spondylolithiasis 
Hiatus hernia 
Inguinal hernia 
Benign prostatic hypertrophy 
Carcinoma of bladder 


otal 


Excluding symptoms which were definitely related to other causes, such 
as rectal bleeding from hemorrhoids, 12 or 40 per cent of the 30 patients had 


symptoms which could reasonably be related to diverticulitis. Four had vague 
| on) 


lower abdominal pain, four gave a history of marked constipation, two others 


had occasional lower abdominal pain associated with diarrhea, still another had 
occasional lower abdominal pain with constipation, another complained only 
of diarrhea. Diagnosis of diverticulitis in every case was made by x-ray except 
one in which a carcinoma of the rectum was removed. In this case an associated 
diverticulitis was discovered when the specimen was examined in the surgical 
pathology laboratory. Justifving a diagnosis of diverticulitis, barium enema dem 


onstrated irritability and spasm in the colon in each case. Twelve patients 
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demonstrated diverticulosis elsewhere besides the sigmoid, but with no associated 
spasm or irritability 


Physical examination on admission gave little aid to a clinical diagnosis of 
diverticulitis, and routine blood studies were unremarkable. Presence of blood 
in stools was not significant in differential diagnosis, because of the nature of 


the primary diagnosis, namely, bleeding ulcer, or bleeding hemorrhoids 


Though the follow up period on these patients is too brief to be of signifi 
cance, none have yet required surgery for diverticulitis of the colon. They have 


Fig. 2—Postevacuation film of barium enema, demonstrating barium in bladder due to ve 
colonic fistula. Such a fistula is not commonly demonstrated by barium 


been put on low residue diets and mineral oil, and of the 23 followed, 20 or S7 


per cent have had no complaints referable to the large bowel. 


Group TREATMENT FOR DIVERTICULITIS 


In the majority of cases, acute diverticulitis can be controlled by conserva 


tive measures. This is evident from the 31 cases, or 30 per cent of the total group. 
who did not require surgical treatment, and to them may be added the 30 whose 


diagnosis of diverticulitis was secondary to their cause for admission. Togethe 


these 61 cases comprise almost 60 per cent of our series nad vet do not include 
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the patients treated elsewhere, in’ the out-patient department, on the medical 


service, or not at all 


Of the 31 cases admitted with a diagnosis of acute diverticulitis but which 
did not require operative treatment, 17 were men and 14 women. The oldest 
patient was $3, the voungest 38, with an average of 63 vears. Ten of this group 
had intermittent symptoms for over a month, but the remainder had no signifi 
cant complaints prior to the onset of their admitting illness. Twenty-seven of 
the 31 (87 per cent) had abdominal pain, alone or associated with diarrhea, con 


stipation, or rectal bleeding. Seven (22 per cent) had grossly bloody stools. 


3—Postevacuation films demonstrating diverticula in both descending and sigmoid colon 
(a) Preoperative barium enema. (b) Postoperative barium enema showing extent of 


surgery and mobilization of splenic Hexure 


The average temperature on admission was 37.8; pulse and respiration rates 
were unremarkable. Average white blood cell count was 12.6 thousand. All but 
two patients demonstrated abdominal tenderness to some degree on physical 
examination, but only three had rectal pain and only one demonstrated a palpable 
mass. Routine proctoscopies were done, but were not helpful in arriving at a 
diagnosis, other than in revealing spasm at 12 to 15 centimeters in those with 
lower bowel involvement. Obstruction was not demonstrated, either clinically 
or by x-ray, as is shown by the classification. X-ray was used to confirm the 


diagnosis. In 29 of the 31 cases the sigmoid colon was the chief offender. Asso 


ciated diverticula of the adjacent descending colon were common, but were 


rarely involved in the inflammatory process. 


647 


PHE REVIEW OF GASTROENTEROLOGY 


Following admission, the patients were usually given nothing by mouth and 
parenteral fluids. At the present time we believe antibiotics should be given 


routinely, but only 22 of this group were so treated. During the acute phase, 


penicillin and streptomycin are the usual medications, but after oral fluids have 


been instituted, the medications are changed to sulfathaladine, aureomycin or 
terramvein. The diet is gradually advanced from fluid to low residue as the acute 


inflammatory process subsides, and mineral oil is given to insure a soft stool. 


\s with Group [the follow-up again is limited because of the recent nature 


of the study but also because some ot the older patients died from other causes 


Fig. 4—Blood supply of descending colon and sigmoid requires careful identification when 


mobilizing bowel for more radical resection. 


Of 24 followed for more than six months, 17 or 70.8 per cent have had no large 
bowel symptoms since their discharge. Seven have continued to have some 


difficulty, but only one required re-admission for rectal bleeding. 


Group SURGERY REQUIRED 
An emergency surgical procedure is rarely needed for acute diverticulitis. 
In this series only 12 patients underwent surgery within 48 hours after their 
admission to the hospital. Seven were men, five were women. Their average age 


was 61.6 vears. 
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Only one patient had a history of chronic symptoms of constipation and 
intermittent cramping lower abdominal pain. Duration of acute symptoms 
averaged 3% days. Without exception the acute complaint was abdominal pain 
and cramps and three patients also had protracted nausea and vomiting. One 
patient gave a history of weight loss, but this is not surprising in view of the 
general lack of chronic symptoms. Four of the twelve had diarrhea. Two had 


constipation. Six denied any change in stool habit. None had melena. 


Average temperature on admission was 38.4 degrees Centigrade. The average 
pulse rate was 96 per minute. Average white cell count was 16.6 thousand. 


On physical examination all but two had severe generalized or lower ab- 
dominal tenderness with spasm and rebound tenderness. Seven of the twelve had 
rectal pain while three had palpable masses which were thought to represent 
abscess formation. Proctoscopy was done on five patients and in three instances 
definite spasm was found. Two patients were completely obstructed while three 
were thought to have partial obstruction. 


All 12 patients were subjected to surgery within 48 hours. Five had an 
exploratory laparotomy with drainage, of which two required a colostomy later, 
one two days later and the other 12 days later. These were for evidence of con- 
tinued active inflammatory process. On the remaining seven patients a trans- 
verse colostomy was performed as a primary procedure. In each case there was 
severe inflammatory reaction in the region of the sigmoid. Though all of the 
patients had some purulent peritoneal exudate, in only one instance was there a 
frank perforation of the sigmoid. This was plicated. 


All of the group received chemotherapy and/or antibiotics postoperatively, 
penicillin, intravenous sulfadiazine and streptomycin being the substance of 
choice. Complications were limited to two wound infections and one pulmonary 
infarction without clinical evidence of thrombophlebitis. This latter patient 
also developed a mass in the left lower quadrant despite a colostomy and inten- 
sive antibiotic therapy. The abscess was drained. There was one postoperative 
death, a 60 year old lady who was desperately ill at the time of operation. Her 
postoperative course was one of uncontrolled sepsis and she died on the eleventh 
postoperative day. 


Thus, nine patients had colostomies with one fatality; the remaining three 
had exploratory laparotomy with drainage only. Of the eight patients with colos- 
tomies who survived, six underwent resection of the inflamed segment of bowel 
at a later date, after clinical and laboratory evidence indicated that the inflam- 
mation had subsided. The average length of time between colostomy and resec- 
tion was three and a half months. One month after sigmoid resection one patient 
developed severe nausea and vomiting with abdominal pain and expired on the 
37th postoperative day. At autopsy a thrombosis of the superior mesenteric 
artery with ischemia necrosis of the small bowel was found. There was no evi- 
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dent etiological factor to explain the thrombosis. This was the only complication 
following resection. 


Four of the colostomies were closed after resection and two were closed 
without resection. These last two patients were reluctant to have a resection 
done and we were willing to have them forego it on a trial basis inasmuch as 
they both had cessation of inflammation and a limited number of diverticula. 


Ve have been able to follow nine of these patients postoperatively. Eight 
have done well and are asymptomatic to the present time. One has developed a 
postoperative ventral hernia at the site of the colostomy closure but has had no 
large bowel symptoms. The only poor result is an e ‘Iderly lady with a colostomy 
who, despite resection, continues to have lower abdominal pain, yet does not 
wish further surgery. 


Group I1V—Diverticuitis TREATED WITH ELECTIVE SURGERY 
Twenty-nine of the 102 patients were classed as nonurgent as far as surgery 
for their acute diverticulitis was concerned. Eighteen of this group were men, 
11 were women. Their average age was 55.8 years. The youngest in the group 
was 32, the two oldest were 71. 


Nineteen (65.5 per cent) had chronic symptoms for over a month prior to 


admission. With ten the complaint was abdominal pain, while six had urinary 
complaints. Two of these latter had cloudy urine, three had pneumaturia and one 
had urgency and frequency. Four patients complained of rectal bleeding, three 
had active fecal fistulae, two complained of constipation, one had diarrhea. 


Sixteen in the group developed acute symptoms suddenly or had a severe 
exacerbation of their chronic symptoms less than a month prior to admission. 
One patient developed an acute episode of diverticulitis while hospitalized for 
a hernioplasty. Twelve had abdominal pain, two had rectal bleeding, two had 
dysuria and pyria, another had diarrhea, and one noted an increase in drainage 
from an old fecal fistula. Eight of the patients (27.6 per cent) showed a significant 
weight loss. Five gave a history of diarrhea, while eight had noted occasional 
blood in their stools. Eight complained of chronic constipation. Average tempera- 
ture on admission was 37.3 degrees Centigrade. Pulse and respiration rates were 
not significantly elevated. The average white blood cell count was 11 thousand 
on admission. On physical examination 22 patients showed varying degrees of 
abdominal tenderness on palpation, eight had rectal tenderness and nine had 
palpable inflammatory masses. Six had positive guaiac stools. Proctoscopy was 
done in 20 instances. Two patients were found to have rectal polyps while two 
others had lesions which were possibly carcinoma. One had a fistula at 4’ inches, 
7 had spasm or constriction of the rectosigmoid. Clinical and x-ray examination 
showed five to have partial large bowel obstruction and one patient had possible 
obstruction of the small bowel. Though many of the patients had diverticula 
in other portions of the bowel, inflammation was limited to the sigmoid. X-ray 
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examinations were suggestive of carcinoma in four patients, and demonstrated 
sigmoid-vesical fistula in two, a sigmoid-abdominal fecal fistula and three other 
sigmoidal fistulae without specific involvement of adjacent organs. 


As their primary procedure, 15 of the patients had a transverse colostomy, 
one had a sigmoid resection and transverse colostomy, six had primary sigmoid 
resections, two had exploratory laparotomy with drainage of pelvic abscesses, 
one patient had a left hemicolectomy, one had a sigmoid resection and excision 
of a fecal fistula, one had an exploratory laparotomy with revision of sigmoid- 
ostomy, one had a sigmoid resection with excision of a vesico-sigmoid fistula, 
and one patient had an exploratory laparotomy with resection of a small part 


of the bladder. 


There were seven postoperative complications in this group following the 
primary procedure. All but one occurred after transverse colostomy. Three 
patients developed fecal fistulae, one a wound infection, one had a pulmonary 
infarct without evidence of thrombophlebitis, one had urinary retention which 
required a transurethral resection of the prostate, and one had temporary 
agranulocytosis. There were no postoperative deaths in this group. 


Seventeen of the patients had secondary procedures carried out. Five had 
sigmoid resection, four had their colostomy closed, two had resection of the sig- 
moid with excision of sigmoid-vesical fistulae, one had a resection of an entero- 
vesicle fistula, one had a colostomy, one a resection of the sigmoid with excision 
of a fecal fistula, one had an exploratory laparotomy, and one had a resection 
of the sigmoid with excision of a vesico-sigmoid fistula and a fecal fistula. Post- 
operative complications were limited to one patient who had a minor cerebrovas- 
cular accident and a parotitis following her second operation, but she recovered 
without sequelae. 


Ten patients had a third procedure following the first two. Nine had their 
colostomy closed, while one had a sigmoid resection. Postoperatively one patient 
developed a wound infection, another had a perforation of the large bowel 
following colostomy closure. This necessitated another colostomy but it was 
eventually reclosed without event. 


Two patients required four procedures, closure of colostomy for one and, 
as just mentioned, a second colostomy for the other because of the bowel per- 
forating following primary colostomy closure. Neither of these two patients had 
postoperative complications after their fourth procedure. The last patient had 
a second colostomy closure eventually, making him the only patient of the group 
to have five proce edures. His fifth postoperative period was without event. 


Only one patient in this group of 29 was completely lost to follow-up. One 
patient is known to have died elsewhere of an unknown cause and one died 
four months after operation of cirrhosis with bleeding from esophageal varices. 
Nineteen (73 per cent) of the remaining 26 have since had no complaints. The 
remaining seven have been only fairly well. 
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COMMENT 


The vague nature of complaints that are due to diverticulitis is exemplified 
by our first group of cases where it was diagnosed as an associated condition. 
Only 12 in this group of 30 patients had complaints directly referable to divertic- 
ulitis, the diagnosis being made by x-ray examination in all but one case. In 
the second group of 31 cases, on the other hand, all had symptoms referable to 
the inflammatory process, 27 or 87 per cent having abdominal pain. Combining 
these first two groups, we have 61 patients, or 59.8 per cent of the total who 
required no more than conservative treatment. If symptoms are severe, the 
patient is placed on nothing by mouth, parenteral fluids and antibiotics. As the 
process subsides, fluids by mouth may be given and intake then gradually 
increased to a low residue diet. Mineral oil is also included to keep the stools 
soft and movements regular. The majority of patients with diverticulitis can be 
handled in this way. 


In general, emergency surgery is not required for acute diverticulitis except 
in a few cases. In our group, only 12, or 11.8 per cent, underwent surgery within 
48 hours after their admission. A preoperative diagnosis of diverticulitis as the 
cause of peritonitis or bowel obstruction is not an easy one because there are 
usually no preceding symptoms referable to the large bowel. Only one of our 
patients had a prolonged history of intermittent constipation associated with 


lower abdominal pain and cramps. The average duration of symptoms was 3% 
days. 


If, because of the severity of the patient’s signs and symptoms, an exploratory 
laparotomy is deemed advisable and a diagnosis of diverticulitis thereby estab- 
lished, we believe a transverse colostomy should be done at that time. Of the 
five patients who had an exploratory laparotomy with drainage, two had to have 
a transverse colostomy shortly thereafter. Diverting the fecal stream permits 
the inflammatory process to subside. Resection of the diseased portion of bowel 
is the ultimate aim, but to do so in the face of acute inflammation is hazardous 
and unjustified. By putting the distal segment at rest for a time, the resection may 
be undertaken at a later date with much less risk. Simple stab wound drainage 
does not provide adequate treatment for the primary process of the disease. If 
an abscess is found in the pelvis, it should be drained by lateral stab wounds, 
but the transverse colostomy should still be done. 


Postoperatively, the patients are maintained on nothing by mouth, indwell- 
ing nasal-gastric tube suction, parenteral fluids, and antibiotics. Special attention 
is given to electrolyte and fluid balance during the immediate postoperative 
period. The colostomy is usually opened on the second to third day, depending 
on the degree of distention of the bowel. After opening the colostomy the gastric 
tube is removed and fluids are started by mouth. Colostomy irrigations are 
started on the seventh postoperative day in an effort to achieve early control 
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over the discharge. The antibiotics are continued for about ten days to two 
weeks postoperatively. 


The length of time between colostomy and resection is an individual prob- 
lem and must be determined by clinical and x-ray findings. Persistent elevation 
of temperature, and white cell count, and abdominal or rectal tenderness are all 
contraindications to resection. X-ray evidence of severe spasm is also a contra- 
indication, but it is seldom necessary to wait for complete disappearance of 
bowel spasm before undertaking resection because vestiges of inflammation may 
remain for more than a year. Combining the findings from periodic clinical and 
x-ray examinations, a satisfactory time may be chosen for resection that is nec- 
essarily neither delayed after colostomy nor so early that that patient’s welfare 
is jeopardized. 


The fourth and last group which is classed as non-urgent operatively, requires 
sound surgical judgment on two points in particular. What are the indications 
for resection of the large bowel in the presence of diverticulitis and when should 
a preliminary colostomy be done prior to resection. We believe that obstruction, 
perforation, with or without abscess or fistula formation, severe pain, and ques- 
tionable lesions that resemble carcinoma should all be treated surgically. Hem- 
orrhage may require surgery, but the source of bleeding must be evaluated care- 
fully in order to avoid continuation of bleeding after a resection that was 
intended to be curative. Once a resection has been deemed necessary, the patient 
is placed on large bowel preparation, consisting of a clear fluid diet and appro- 
priate antibiotics. Purging is contraindicated for fear of causing acute exacerba- 
tion of the inflammatory process. Patients with colostomies who are being 
prepared for bowel resection are given gentle irrigations of the distal loop with 

saline or water in which aureomycin or terramycin has been added in order 
to facilitate adequate preparation of the bowel. 


When a patient has any degree of large bowel obstruction, perforation or 
fistula formation, we believe that a colostomy is indicated as a primary proce- 
dure. If at the time resection is contemplated, whether as a primary or secondary 
procedure, there is still sufficient inflammation to render dissection and resection 
hazardous, then the procedure should be terminated and only a colostomy done 
if it has not been done before. Further time and preparation will reward the 
surgeon with a much easier resection, a better anastomosis and should be less 
dangerous to the patient. 


As with the acute surgical cases the optimum time between complete 
diversion of the fecal stream by colostomy and elective resection varies with 
the degree of inflammation. Usually three to four months is a sufficient inter- 
val, although some cases may require as long as a year. 


At the time of resection, should a vesicosigmoid fistula be excised, we 
close the bladder in two layers with catgut and place an indwelling Foley 
catheter in the bladder. Occasionally, when a large segment of the bladder is 
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removed, a suprapubic cystotomy tube is used in addition to the Foley catheter. 
This may usually be removed by the tenth postoperative day. 


We have recently adopted a more radical procedure at the time of resection. 
X-rays commonly demonstrate the greatest degree of inflammation and _pre- 
dominance of diverticula to be in the region of the sigmoid. The descending 
colon may often have diverticula as well, which, though not acutely inflamed 
at this time, may become involved after the resection. For this reason we now 
resect both the sigmoid and a major portion of the descending colon. Mobilizing 
the splenic flexure may be tedious and may lengthen the procedure somewhat, 
but we believe that long-term follow-up studies will justify this policy. It has 
not increased the morbidity or mortality. 


Following primary resection these patients are maintained on indwelling 
nasogastric tube suction, nothing by mouth, parenteral fluids and antibiotics 
until they begin to have active bowel sounds and expel flatus. At this time the 
tube is removed and oral fluids are begun. Since these patients are usually quite 
elderly, they do not tolerate electrolyte or fluid imbalance well. Therefore special 
attention is always directed at this problem. The diet is gradually advanced to 
a low-residue diet and mineral oil given to insure a soft stool. Antibiotics are 
usually discontinued by the seventh day after operation. 


If a patient has had a preliminary colostomy, this may be closed from ten 


to twelve days after resection provided x-ray studies of the distal segment prove 


satisfactory. Postoperatively these patients are managed as a primary resection. 


We have performed 85 procedures on 41 patients. There were two post- 
operative deaths, a mortality of 2.3 per cent. Both these fatalities occurred in 
the acute surgical emergency group. There were a total of 15 postoperative 
complications (Table IIT), an operative morbidity of 17.6 per cent. 


TABLE III 


POSTOPERATIVE COMPLICATIONS FOLLOWING SURGERY 
FOR ACUTE DIVERTICULITIS 
The New York Hospital 1947-1951 


Wound infections 

Fecal fistulae 

Pulmonary infarction without thrombophlebitis 
Pelvic abscess 

Urinary retention 

Agranulocytosis 

Cerebrovascular accident 

Parotitis 

Bowel perforation 


Because of the recent nature of this study, our follow-up is incomplete and 
leaves much to be desired. Of the 35 patients followed postoperatively, however, 
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27 or 77.1 per cent, have done very well, while 8 or 22.9 per cent, have done 
only fairly well or poorly. We hope that the more radical resection now advo- 
cated will improve our results. 


SUMMARY 


A five year study is presented of 102 patients with diverticulitis on the 
surgical pavilions of The New York Hospital. 


The series is divided into four groups: I. Diverticulitis as a secondary diag- 
nosis. II. Diverticulitis treated by conservative measures. III. Diverticulitis requir- 
ing emergency surgery. IV. Diverticulitis treated by elective operation. 


The method of diagnosis, treatment and results for each group is discussed. 


CONCLUSIONS 


Although many articles in the surgical literature stress the poor results from 
surgery for acute diverticulitis of the colon, recent experience, of which this 
report is a part, suggests that great progress is under way. Employment of a 
colostomy to divert the fecal stream, administration of antibiotic and chemo- 
therapeutic substances, and other concurrent advances in surgical practice 
renders the operative treatment indicated for diverticulitis relatively safe and 
highly satisfactory. 
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SURGERY OF THE GALLBLADDER® 


SAMUEL STANDARD, M.D. 
New York, N. Y. 


There is a group of patients suffering from diseases that require simultane- 
ous or successive medical and surgical care. In the diabetic or the cardiac patient 
undergoing surgery the simultaneous care of the underlying disease is indispens- 
ible for the successful outcome of the unrelated surgical problem being operated 
upon. In peptic ulcer, ulcerative colitis, regional ileitis and gallbladder disease, 
medical care often precedes surgical care or is itself the only treatment needed. 


There is a doctor called an internist and a doctor called a surgeon existing 
together in this, our specialized medical profession. When these meet at the 
bedside or the conference room or the lecture platform, a sly banter emerges 
between them, each implying in a playful sort of way that the other is more than 
a little biased by the training in his own technics. The internist hints that the 
surgeon is too eager to fit the case into an operative category. The surgeon thinks 
that the internist feels his duty well done if he has succeeded in keeping the 
patient out of the surgeon's clutches. 

This light-hearted schism in thinking, however, has a serious overtone, 
since the advice the patient may get will be determined not by the state of his 
disease but by the state of mind or of training of his doctor. Only by a careful 


evaluation of the natural history of the disease from its incipiency to its termina- 


tion can one arrive at a reasonable decision in therapy. If each group of doctors 
sees the disease at a different time in its course, each is left with a different view 
on its treatment. 


An example of such error arose in one of our hospitals where two men, 
interested in peripheral vascular disease, disagreed on the incidence of edema 
in patients with. varicose veins. One was sure that it was very infrequent, the 
other felt it was quite usual. It finally turned out that the first man held his 
clinic at nine o'clock in the morning, and the other held his clinic at four o'clock 
in the afternoon, by which time the patients had been erect long enough to 
develop edema. 


Do the surgeons see gallbladder disease in the afternoon or evening of its 
life when serious complications have converted what might have been a simple 
problem into a dangerous, critical and oftentimes, incurable disease? The answer 
to the development of a common language and a common understanding per- 
haps lies in the establishment of a team (rather than an individual) looking 
after a disease. Each, although specially trained in his own field, learns from 
the other; each learns to respect the other's knowledge, each sees the entire 


*Presented before the Course in Postgraduate Gastroenterology of the National Gastro- 


enterological Association, New York, N. Y., 23, 24, 25 October 1952. 
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course of the disease. Instead of standing in full battle dress hurling their 
phalanges of statistics at each other, they develop a common goal and a unified 
approach for the achievement of that goal. Only then can the physician or the 
surgeon determine whether either method accomplishes its objective 


The area of disagreement by physicians and surgeons on the indications for 
surgery in gallbladder disease is not large. To delineate this area, a simple 
clinical classification of gallbladder disease may prove useful. 


1. Gallstone colic with frequent attacks 


2. Common duct stones 


Acute obstructive cholecystitis 
Chronic cholecystitis without stones 
. “Silent” stones 
. Stones with infrequent attacks under medical care. 


Roughly speaking. 1, 2, and 3 would fall into the surgical group, 4 into 
the medical group; 5 and 6 into the controversial group. A detailed study of 
each category should lead us to fairly definite conclusions. 


I. Gallstone Colic with frequent attacks:—There can be little disparity in 
thinking about this group. Delay in bringing these patients to surgery will usually 
result in the patients joining the consultation and playing a dominant role in 
the final decision. 


What shall our advice to the patient be? Shall we say “This is benign 
disease. It is true that you may get other attacks but if you will adhere close ly 
to your diet these will be less fre quent. Duodenal drainage may help reduce 
the infection in your gallbladder. Antispasmodics and sedatives can be used to 
control the pain when the attack comes. Let us observe your course, we can 
always resort to surgery, let us keep that as a last resort”. 


What justification is there for this kind of advice? There is no proof that 
medical care has cured the disease. The patient is being offered a palliative 
method of treatment that may control his symptoms but have no affect on his 
disease. One may say, if he can tolerate an occasional attack; if he is not too 
apprehensive of the uncertainty of being struck down at unpredictable times, 
if his occupation is not too badly disrupted by the frequency of these attacks; 
if his social life flows smoothly requiring only an occasional de ‘parture from the 
dinner table, his own or his hostess’, and an infrequent scurrying out of a 
theatre seat as he scrambles to safety before vomiting in his neighbor's lap; 
if his doctor is available at all hours of the night to come to his aid when the 
agonizing pain appears; if he is willing to remain within hailing distance of 
medical care at all times, thus depriving himself of country trips or ocean 
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voyages,—then the physcian may consider his case a “controlled” case of 


gallstone disease. 


The physician’s advice to follow this kind of life may find justification only 
if his disease were willing to play the game of remaining stationary while he 
“enjoys” this escape from surgery. The important point that is overlooked in 
this delay is the steady progress of his disease. A progress that in most instances 
leads to complications that may threaten his life, that make surgery a hazardous 
and often a critical undertaking. It leads to anatomical distortion which raises 
the surgical mortality twice and three times above that in the surgery for 
simple, uncomplicated gallstone surgery. It produces liver disease that makes 
the patient a difficultly controlled surgical risk. 


Are these complications straw men that we surgeons set up to frighten our 
medical colleagues, or do we as surgeons see more of these “controlled” patients 
late in the life of their disease? Are we transmitting our own apprehensions 
of the surgical dangers introduced by delay? To delay surgery in this group 
seems, to a surgeon, unwarranted. 


2. Common duct stones:—Since it is generally agreed that most stones are 
formed in the gallbladder, the appearance of a common duct stone should be 
considered a complication of previously existing gallbladder stones. The inci- 
dence of common duct stones may be taken as an index of the delay in bringing 
patients with gallbladder stones to surgery. Early surgery for uncomplicated 
gallstone disease could eradicate most of the problems that arise as the result 
of common duct invasion by stones. Obstruction leads to stasis, to ascending 
infection, to cholangitis and finally to true biliary cirrhosis if not relieved. 
Brought to surgery when jaundice has made its appearance, the patient becomes 
a more serious surgical risk. Opening the common duct adds to the morbidity 
and increases the mortality of surgery almost threefold. Trauma to the duct 
leads to later stricture and biliary obstructions. 


The ingenious methods devised for the repair of common duct injuries 
and the bridging of strictures are tributes to the investigating minds and tech- 
nical skill of the operating surgeons. Vein grafts and vitalium tubes are used 
to bridge gaps between open ends; anastomoses are made between stumps of 
ducts and the intestinal tract. Liver parenchyma is blindly punctured with the 
hope of uncovering a dilated intrahepatic duct that can be led into some por- 
tion of the intestinal tract directly or, failing that, it may be brought to the 
surface of the body for the creation of fistula which can later be implanted 
into the intestinal tract. 


The multiplicity of methods is itself an admission of the fact that none is 
adequate. Dr. Allan Whipple once said after an evening’s report by various 
surgeons on the ingenious methods devised to overcome these difficulties, “If 
you will follow these cases long enough you will find the most brilliant of our 
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attempts have failed”. All these death-dealing complications are dealt with by 
lifesaving measures which are, at best palliative and at worst, useless. 


Again it should be emphasized that these details are presented not so much 
to acquaint you with their existence, but to point out that they appear as a 
direct result of long existing disease, or as the result of difficult and dangerous 
surgery required for the treatment of much too far advanced disease. 


3. Acute obstructive cholecystitis:-The wealth of literature that has sprung 
up on the subject of the treatment of acute obstructive cholecystitis is an index 
of the importance it has assumed in the treatment of gallbladder disease. Two 
schools of thought champion the immediate versus the delayed operation. Our 
service resorts to prompt surgery if the patient’s general conditions makes him 
a good operative risk. In the face of dehydration it is suggested that chemical 
and water balance be repaired and surgery instituted as soon as the patient is 
considered a safe surgical risk. The point stressed here is that acute obstructive 
cholecystitis appears after gallbladder disease has been known to exist for 
varying periods of time. Bockus states “The histologic picture indicates that in 
nearly every instance the acute process has been engrafted on a preexistent 
chronic inflammation”. Rarely is it the opening symptom complex. If operation 
had been done at an earlier date this dangerous complication may have been 
completely avoided. The dangers inherent in the acute obstructive cholecystitis 


rests in the complications that may follow gangrene, empyema, perforation 
with diffuse peritonitis or the development of a localized pericholecystitic 
abscess or hepatic abscess. 


Without going into the merits of the immediate versus the delayed opera- 
tion for acute obstructive cholecystitis, the mortality figures, once this complica- 
tion has occurred is anywhere from 3 to 10 times that for simple uncomplicated 
cholecystectomy. 


4. Chronic cholecystitis without stones:—In this group there is general 
agreement that surgery offers doubtful cure. In this category falls that vague 
functional derangement associated with persistent right upper quadrant pain, 
with or without true colic and x-ray evidence of good filling and poor empty- 
ing. Carter has divided this group into the hypertonic and hypotonic varieties. 
The former is attributed to spasm of the sphincter of Oddi preventing empty- 
ing; the latter is attributed to poor gallbladder muscle tonus unable to empty 
itself against normal sphincter tone. Clinically these are difficult to differentiate. 
In the hypertonic case, an antispasmodic such as amyl nitrite releases the spasm 
of the sphincter permitting emptying. In the hypotonic case this fails. Differ- 
entiation would prove useful since in the hypotonic group cholecystectomy will 
relieve them of their symptoms. With increasing use of sphincterotomy as 
suggested by Mulholland and Doubillet cholecystectomy plus sphincterotomy 
should relieve the hypertonic group. If the physiological mechanisms can be 
worked out this previously medical group may find itself in the surgical lists. 
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5. “Silent” stones:—The most silent of these are the gallstones found 
autopsy on death from unrelated disease. A review of the incidence of gallstones 
found at postmortem shows a range between 10 and 20 per cent. In the age 
group between 40 and 50 among females it reaches a little above 20 per cent. 
It is doubtful whether all of these cases had no symptoms of their stones during 
life, but it may be assumed that if they existed they were not severe. Obviously, 
if these figures reflect the incidence in the general population, one cannot sug- 
gest that one out of five women between 40-50 require surgery for gallstones. 
It leads one to the conclusion that some stones are truly silent, both symptomat- 
ically and, so far as progression of disease is concerned, pathologically. 


That the autopsy findings are not too far removed from the ug in the 
general population is suggested by the report of E. D. Truesdale in a paper 
entitled “The Frequency and Future of Gallstones Believed to be Part nt or 
Symptomless”. (Ann. Surg. [Dec.] 1943). In the course of 500 laparotomies for 
other disease he discovered 50 stone-containing gallbladders (10 per cent). In 
none of these, being operated for other disease, had there been a notation on 
the history preoperatively that would suggest the presence of gallstones. Re- 
questioning after their presence was known elicited information that should 
have made their presence apparent, or at least suspected in several ways. Some 
were having digestive disturbances being attributed to the usually accepted 
scapegoats of indiscretion in diet, indigestion or other common causes. Some 
had had one or more typical attacks in the more or less remote past which had 
been forgotten until inquired about directly. Finally some were actually having 
gallbladder symptoms at the time, but these were erroneously attributed to or 
obscured by the surgical condition obviously present. 


Of the fifty cases followed for from 9 to 20 years, one of the 50 went on 
to a gangrenous gallbladder. Six were immediate ly treated surgically; 12 sooner 
or later returned for removal of their gallbladders; 12 were lost from observa- 
tion; 8 died of other causes and 12 remained under observation without surgery. 
Only two of these 12 are presented as presumably examples of symptomless 
gallstones. This is a unique collection of cases in that all were discovered by 
palpation in the abdomen done as a routine with no previous knowledge of the 
existence of gallstones. The follow-up permits the conclusion that in gallstone 
disease, sient gallstones are whistling in supersonic tones. We should learn 
to hear them. 


. Stones with infrequent attacks under medical care:—It is in this group 
aan ‘re the physician and surgeon may find their greatest area of disagreement. 
A patient may have had an attack of gallstone colic ten years earlier, and, i 
the intervening years, suffered relatively little. She is willing to suffer the en 
or three attacks a year, willing to remain on a restricted diet and carry on her 
activities. It is in this group that the benignity of the symptomatology may not 
parallel the progress of pathology. Some of these patients come to surgery 
with the complications of common duct stone or acute obstructive cholecystitis, 
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complications they may have avoided if operated upon as elective cases even 
though their symptoms were not severe. 


Two sequellae, both infrequent, deserve mention. The first is the occasional 
spontaneous cholecystenterostomy through which a stone finds its way into the 
intestinal tract producing gallstone ileus with all the dangers associated with 
acute intestinal obstruction. The second known fact is, that carcinoma of the 
gallbladder is almost always associated with stones. It should not be considered 
an indication for advising cholecystectomy. Yet, since there are other cogent 
reasons for surgery, the incidence of gallbladder carcinoma may be reduced 
by cholecystectomy in these cases. 


TABLE I 


| Overall | Common Acute | Error 
| No. of cases | mortality | duct obstructive | ( Normal 
% | stones % cholecystitis | bladder) 


} 


Lahey 


1932 


Adams | 
(Lahey Cl.) 1104 
1947 10% secondary | 


| 
| 


Snodgrass | 
(Rock County ) | 891 
1950 


Sanders 


Under 48 hours| 

Bockus 27 
(collected ) Over 48 oneal 
10.8 | 


Diagnosis is rarely a difficult problem. A careful history, x-ray studies, and 
duodenal drainage for the demonstration of cholesterol or calcium bilirubin 
crystals will usually make the diagnosis. Cholecystography proves correct in 
over 95 per cent of the cases. Occasionally reflex vasomotor affects predominate 
over pain in the attack of galistone colic, and the anginoid syndrome some- 
times proves a disturbing factor in the differential diagnosis. As a general 
thing, however, the diagnosis can be clearly established. 


Surgery has been spoken of as though it were a completely safe and com- 
pletely sure cure. The dangers of medical therapy long continued have been 
mentioned. What are the dangers of surgery? What is its promise of cure? At 
what price can the patient purchase fre edom from his disease? At the dangers 
involved in cholecystectomy for simple uncomplicated disease. With our pres- 
ent improvements in anesthesia, our better understanding of fluid and mineral 


| 1210 4 13.3 
0.9 | 3.6 58 
6 cases 
23 cases 
Hooker 165 9 
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replacement, and the reduction of pulmonary complications and local wound 
infections by the use of antibiotics, such surgery carries a minimal hazard even 
in the poor tisk patient. The cardiac, the hypertensive, the diabetic can be well 
prepared and operated with safety. The greater danger in gallbladder surgery, 
is the mountainously obese patient. Such a patient might better be permitted 
to suffer her disease and its possible complications until weight reduction brings 
her back to human proportions. This danger in the obese is not limited to the 
group of gallbladder disease alone, it is true in all surgery. Obesity and gall- 
bladder disease are such close companions that it is well to recognize the need 
of weight reduction in this group. 


Surgery for uncomplicated gallstone disease carries a low morbidity and 
an extremely low mortality. Ralph Adams (1947) reports a series of 1,100 cases 
with a total mortality of .9 per cent. Of these 114 or about 10 per cent were 
secondary cases previously operated for gallbladder disease. Fifty-five patients 
had acute obstructive cholecystitis with a mortality of 3.6 per cent, four times 
the general group in which they were included. There were 6 normal gall- 
bladders removed in the 1,100 cases showing how small is the percentage of 
important error, .58 per cent. If the previously operated cases, the acute ob- 
structive cases and the cases requiring common duct exploration were excluded, 
leaving the purely uncomplicated gallstone cases, the mortality rate would 
have been well below .9 per cent. 


Surgery in early gallbladder disease should not be presented as a completely 
innocuous, curative procedure available to any sufferer of gallbladder disease. 
No laparotomy is an innocuous procedure, but one that carries a mortality of 
less than 1 per cent is among the best achieved in major surgery. It should be 
pointed out that this figure is not obtained in all parts of the country where 
surgery is done. The figure quoted is from one of the good clinics. Let us com- 
pare this figure with that published by T. J. Snodgrass [ Arch. Surg. 61:199 ( Aug.) 
1950] on the results of surgery for gallbladder disease in Rock County, 
Wisconsin. This includes all the cases in Rock County over a period of years. 
It is the work of 40 different surgeons, some of whom are general practitioners 
doing the surgery on their own medical patients. The series consists of 891 
vases with 60 deaths, a rate of 6.7 per cent. (Seven times the mortality published 
by Ralph Adams). In part of this group consisting of 329 cases there were 23 
normal gallbladders removed (7 per cent) and the author artlessly remarks 
“Nine of these were from one surgeon”. In Adams’ 1,104 cases 6 normal gall- 
bladders were removed, an error of .58 per cent. The errors in the Snodgrass 
group was 13 times as great. 

These figures are quoted as evidence of difference in surgical competence 
in various parts of the country. The Snodgrass figures are probably representa- 
tive of surgery away from the larger medical centers. The reasonableness of 


insisting that surgery be done by men competent in surgery cannot be denied. 
The one surgeon who contributed one-third of the errors in a group of 40 
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operators should be given a course in either diagnosis or ethics or both. Trans- 
portation being what it is today elective surgery such as that under discussion 
should find itself under the care of competent surgeons in well equipped insti- 
tutions. It seems indefensable that any group of patients should be subjected 
to an error rate 13 times as great and a mortality rate seven times that obtainable 
in other hands. These figures are quoted to point out that where adequate 
surgery is not available the medical man must temper his judgment accordingly, 
but it is our duty to make excellent surgery available in all parts of the country. 
Under adequate care simple cholecystectomy may be considered among the 
very safe surgical procedures. 


Granted survival from the operative procedure, what is the cure rate in 
cholecystectomy? The cure ranges between 80 and 90 per cent. Where do our 
failures lie in the remaining 10-20 per cent? 


First there is inflammation of a cystic duct stump left too long at opera- 
tion. This may harbor infection, may be left with a stone in it, or with time 
may dilate into a miniature gallbladder. This complication is becoming less 
frequent with improvement in surgical technic. In past years subtotal chole- 
cystectomy through Hartman’s pouch was not an unusual procedure in chole- 
cystectomy. This may have been done because of the advanced disease en- 
countered and the timidity of surgeons to attack an area of inflammation and 
fibrosis in search of the cystic artery or junction of cystic duct with common 
duct. In early disease the dissection is simple, the structures easily identified 
and cystic duct stumps are rarely left behind. 


Secondly there are overlooked common duct stones that require reoperat- 
ing for removal. Cholangiograms on the table will lower this surgical error. 
Our thesis is that early surgery will bring patients to the operating table before 
stones appear in the common duct. This is a preventable cause of failure 


Thirdly, there is that vaguely named, and equally vaguely understood 
term, biliary dyssynergia. The symptoms are those of return of pain similar to 
and sometimes even more severe than those which preceded cholecystectomy. 
This syndrome may follow the simplest of cholecystectomies done in the earliest 
phases of the disease. Its etiology is not known. The usual functional explanation 
attributes the attacks to spasm of the sphincter of Oddi raising pressure in the 
common duct which preoperatively the gallbladder could absorb. With back 
pressure there may be reflux into the pancreatic duct adding the symptoms of 
a pancreatitis to further complicate an already adequately complex problem. 
Its treatment is unsatisfactory. It is said to have a psychosomatic background. 
Smooth muscle dilator drugs, are sometimes effective in relieving the attack of 
pain. (Amyl nitrite and Banthine have been used). Shingleton reports paralysis 
of the sphincter of Oddi by vagotomy or celiac ganglionectomy. Mulholland 
and Doubillet have devised a method of cutting the sphincter of Oddi and 
have reported satisfactory results in their group of cases. 
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CONCLUSION 


Gallstone disease is primarily a surgical disease and should be so treated. 
Gallstones should be removed by cholecystectomy when they become sympto- 
matically recognizable. 


The vigor with which this principle is adhered to will be recognizable by 
the diminution in the number of gallstone patients who come with common 
duct stones with or without jaundice, or with already existing hepatic disease 
due to ascending cholangitis following obstruction, or with acute obstructive 
cholecystitis. These are late complications in the vast majority of cases. They 
are preventable. Early surgery will eliminate most of these complications and 
their incidence may be taken as an index of undue delay in gallstone surgery. 


The cost of surgery is sometimes brought up as a deterring factor. It should 
play no part in the decision. It would be unthinkable in a country such as ours 
that a patient be denied the best care merely because he could not afford it. 
Our municipal hospitals and wards in voluntary hospitals are always open to 
this group of patients. 


It is time to eliminate that schism in thinking which exists between one 
man called “medical” and the other called “surgical”. The sum of their com- 
bined opinions is much more valuable to the patient than the brilliance with 
which each supports his own. 


DISCUSSION 


Dr. I. Snapper:—The same women I examined thirty years ago in Europe 
with gallstones, who without operation and perhaps thanks to my quackeries, 
had a tolerable life, now are suffering from empyemas of the gallbladder, per- 
foration of the gallbladder and a few even from carcinoma of the gallbladder. 
I am therefore willing to agree with Dr. Standard, that patients with gallstones 
demonstrated by x-ray, or patients with a non-visualizing gallbladder and 
complaints, must be operated on. 


| have to make an exception for patients above 50 years. When an older 
person without too many complaints consults me about his gallstones and 
surgery has to be discussed, | always say that a cholecystectomy is not too 
dangerous. | add that of twenty patients in the age group of the patient, nine- 
teen are better afterwards. The patient always asks, “What happens to the 


twentieth?” and my answer is “He goes to Dr. Klemperer”. This usually quenches 


the patient’s desire for surgery. 
Question:—What is the possibility of passing a common duct stone? 


Dr. Standard:—There is tair evidence to show that stones are passed through 
the common duct. The evidence is usually indirect but quite significant. One 
third of the patients who come to surgery with a past history of jaundice show 
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no common duct stone, and at operation show no acute disease and no after- 
math of acute disease to suggest that it might have been due to edema about 
the duct. Stones have been demonstrated in the feces following an attack of 
jaundice. Stones demonstrated by postoperative cholangiography and _ not 
removed have been found to produce no jaundice postoperatively. This is not 
definite evidence that they have been passed because occasionally a stone will 
find its way into a side pocket or diverticulum of the doudenum away from 
the channel of bile flow, or common duct dilatation sometimes permits flow 
around a stone. 


Question:—In hypertonic sphincter, why not do a cholecystojejunostomy 
instead of a cholecystectomy and sphincterotomy? 


Dr. Standard:—This is a perfectly reasonable question. I would say that any 
anastomosis of the gallbladder to the intestinal tract lays the gallbl adder and 
biliary system open to ascending infection. Flat plates of the abdomen taken 
postoperatively often show air in the biliary radicles as proof that intestinal 
contents too may find their way into the liver radicles. A section of the sphincter 
leaves a narrow lumen through which such infection is less likely to occur. 
It does, however, happen. Barium meal done on one of my patients following a 
sphincterotomy showed barium in the liver radicles. From the standpoint of 
decompressing a common bile duct due to sphincter spasm, the cholecystenter- 
ostomy or the choledochoenterostomy should be as effective as the sphincter- 
otomy. 


The question about the likelihood of stones arising in the common duct 
can, I believe, be answered in the affirmative. In the presence of a gallbladder 
with stones in the duct one cannot say where they arose and the likelihood is 
that they arose in the gallbladder. Following cholecystectomy patients have 
been known to be symptom-free for many years and to return with jaundice 
due to a common duct stone. With a long hiatus of time intervening it is fair 
to assume that the stone formed in the common duct. 


The absence of the gallbladder, however, alters the physiological function 
of the common duct. The question therefore as to whether stones occur in the 
common duct in the presence of the gallbladder cannot be answered. We have 
had one case of a congenital absence of the gallbladder with a common duct 
almost 1 inch in diameter containing many stones. This patient had been pre 
viously operated 15 years earlier by Dr. Alan Whipple for the same findings. 
Here again the gallbl: 1dder was absent. 


Some light has been shed by Dr. John Sutton on the anatomical changes 
of the duct epithelium following cholecystectomy in the dog. The usual cuboidal 
or low columnar epithelium undergoes a change in the direction of the epithelium 
usually found in the bladder. That is, it takes on the high fronded complex 
vilous epithelium that is normal for the gallbladder. It may be interpreted that 
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the duct system is assuming the function of the gallbladder in its absence but 
there is no corroborative evidence for this in the human. 


Dr. Snapper deplores the triad of scars on the abdomen of American 
women, namely the suprapubic scar of a hysterectomy, the oblique scar of an 
appendectomy and the right rectus scar of a cholecystectomy. He points out 
that in China he saw little of these embellishments. There may be an under- 
lying metabolic difference in the incidence of gallbladder disease in China as 
against its occurrence in this country. It would, however, be my impression, 
knowing nothing about China except its primitive kind of existence among the 
general population and the shortage of medical care, that these women perhaps 
live without scars but live in pain from their existing disease or die of its 
complications. 


The indications for cholecystectomy have been gone over and if an occa- 
sional gallbladder is taken out by error it must be accepted as one of the hazards 
of diagnosis. We are not discussing here the indiscriminate, careless, laparoto- 
mies done without justification or in untrained hands, or without adequate 
facilities for good surgical care. With the kind of anesthesia available now, the 
ease of transportation throughout the country, even the most remote areas have 
accessible to them well established institutions for surgical care. 


THE CLINICAL MANIFESTATIONS OF CHRONIC AMEBIASIS® 


MICHAEL WEINGARTEN, M.D.+ 
and 


WILLIAM F. HERZIG, M.D.} 
New York, N. Y 


The purpose of this presentation is to point out that gastroenterological 
internists are in a position to perform a great service to the community in helping 
to eliminate, or at least to alleviate, an important public health problem. Numerous 
surveys have established the fact that the incidence of intestinal infection with 
Endameba histolytica is high in the United States. Craig’ and Faust* considered 
it a conservative estimate that 10 to 20 per cent of our people are infected. 
Many physicians still regard amebiasis as a tropical or subtropical disease despite 
the known high incidence of this infection in the northern part of the United 
States. Although Sapero and Johnson’ discovered in 1939 that 7.8 per cent of 
apparently healthy naval recruits from northern states harbored E. histolytica 
in their intestinal tracts, a general awareness of the prevalence of amebiasis in 
the New York area was not realized until after World War II. More recently, a 
study by Towse et al* in the Albany (New York) area showed a 9.7 per cent 
incidence in a group of 350 persons; and Shookhoff® in a routine survey of a 
group of 260 veterans who returned to New York City after overseas service, 
found that more than 10 per cent were infected with E. histolytica. Some of 
those infected had no symptoms and many had poorly defined symptoms of such 
a minor nature that they would not normally seek medical assistance. Those 
patients with an amebic infection who are asymptomatic are often referred to 
as healthy “carriers”. A study by Faust® of the intestinal tracts of 202 individuals 
accidentally killed, casts considerable doubt on the existence of a perfectly 
healthy carrier state. Evidence of infection with E. histolytica was found in 13 
cases, seven of which showed typical but superficial amebic lesions. No one 
can tell when a carrier, through lowered resistance, may develop clinical symp- 
toms or even the serious complication of amebic liver abscess, which often 
occurs in patients who have had no previous diarrhea or other symptoms sug- 
gestive of amebiasis. Hence it is incumbent upon us to discover and treat these 
seemingly healthy carriers, as well as those persons who have mild symptoms, 
not only to prevent the possible development in them of an incapacitating or 
even fatal illness, but also in order to eliminate a reservoir of infection in the 
community. 


*Presented before the Course in Postgraduate Gastroenterology of the National Gastro- 
enterological Association, New York, N. Y., 23, 24, 25 October 1952. 
From Beth Israel Hospital, New York, N. Y. 
tAttending Physician (Gastroenterology), Beth Israel Hospital. Associate Clinical Pro- 
fessor of Medicine, N.Y.U. Post-Graduate Medical School 
{Adjunct Gastroenterologist, Beth Israel Hospital. 


667 


THE REVIEW OF GASTROENTEROLOGY 


To discover these cases, a high index of suspicion is the first essential. What 
symptoms and what objective findings should lead us to suspect intestinal 
amebiasis? To answer this question, we have reviewed the records of 182 patients 
seen in the senior author's office practice and of 22 patients studied on the wards 
of the hospital, all of whom had a warm stool specimen obtained after a saline 
purge examined by an expert parasitologist, and were found to have an infection 
with E. histolytica. The patients ranged in age from 10 to 69 years and there 
was a slight preponderance of males over females. Ninety-three patients had at 
some time resided in or traveled to a tropical or subtropical area. Six of these 
had done so as members of the Armed Services. The remaining 111 patients 
had never been out of the New York or New England area. The cases seen at 
the office were all referred for investigation of symptoms referable to the gastro- 
intestinal tract. It is our practice to order a stool examination of all patients 
with abdominal or other suggestive complaints whose etiology cannot be dis- 
covered after the usual general and special examinations. This has been very 
rewarding inasmuch as the finding and elimination of an amebic infection of the 
intestinal tract has often resulted in a cure of the symptoms of patients who had 
previously been diagnosed as having a psychoneurosis, an irritable colon or 
other funtional or psychosomatic states. In regard to those individuals previously 
considered psychoneurotics, Mackie’ offers a most interesting comment: “so 
common has this been in our experience that we have come to regard the diag- 
nosis of psychoneurosis, when accompanied by chronic abdominal symptoms, 
atypical of the common pathological entities, as almost pathognomonic of infec- 
tion with Endameba histolytica. Prompt and dramatic results followed specific 
therapy’. 


The following table summarizes the subjective complaints encountered in 
the 204 patients here reported who were found to have an Endameba histolytica 
infection of the intestinal tract: 


TABLE I 


1. Change of bowel habits 
a) Diarrhea 
b) Constipation 
c) Alternating Constipation and Diarrhea 
Abdominal Pain 
a) Diffuse Lower 
b) Right Lower 
c) Lett Lower 
d) Epigastric 
e) Right Upper 
Periumbilical 
Tenesmus 
Flatulence and Abdominal Distention 
Blood and/or Mucus in Stools 
Fatigue 
Weight Loss 
Joint Pains 
Headache 
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It will be noted that of the 204 patients, only 146 had any complaint refer 
able to a deviation from normal bowel habits, and that only 107 had diarrhea. 
Two cases of acute amebic dysentery are excluded from this series. None of the 


patients here reported had dysentery in the true sense and it is important to 


emphasize that amebic dysentery is not synonymous with intestinal amebiasis, 
that dysentery is a rare occurrence in amebiasis in the temperate zones except 
in ¢ pide mics resulting from heavy infections due to pollution of a drinking water 
supply. Dysentery is so unusual in amebiasis that it may almost be considered a 
complication. The diarrhea of all of the patients in this series was of a minor 
nature, sometimes only an incident remembered as having occurred several 
months or years previously but nevertheless furnishing a clue to the diagnosis. 
At times the diarrhea takes the form of intolerance to alcohol or fats or other 
foods, the ingestion of which results in a day or two of multiple stools with or 
without abdominal pain or the passage of mucus and blood. Prolonged periods 
of diarrhea are rarely encountered. Eleven of these patients had previously been 
studied by other clinicians and had been told that the ‘y had “spastic colitis” or 
an irritable colon. Their symptoms were promptly re lieved by specific therapy. 
In 15 patients, constipation marked the period intervening between episodes of 
diarrhea. A word of caution is in order here. In a patient who complains of 
change in bowel habits, one cannot discontinue further diagnostic sania 
upon finding an infection with E. histolytica. Four patients are not included in 
this report, who were found to have a carcinoma of the large bowel, one in the 
rectum and three in the sigmoid, in addition to the E. histolytica infection. It 
has been our practice to perform nicer and a barium enema x-ray and 
small intestinal studies when indicated, in all patients before the stools are 
investigated. Thirty-nine patients malin ‘a of constipation varying from slight 
to severe. Fifty eight patients, on careful questioning, did not offer any com- 
plaints at all with reference to the re gularity of the bowel evacuations. The 97 
patients with either constipation or no change in bowel habits lend emphasis 
to the fact that if only the stools of patients als diarrhea are examined many 
cases of amebiasis will be overlooked. 


Abdominal pain was present in 108 patients, in one or more locations as 
enumerated in Table I. Those who complained of diffuse lower abdominal pain 
rarely described a severe type of discomfort but rather a sense of soreness or a 
“heavy uncomfortable feeling”, often following a normal or loose bowel evacua 
tion. The 29 patients with right lower quadrant pain form an interesting group. 
In ten cases, the pain had at some time been severe enough to cause a diagnosis 
of appendicitis, either acute or “chronic recurrent”, to be made. Four of these 
patients had had a previous appendectomy without relief of their symptoms. Six 
had, shortly before they came under our observation, been admitted to a hospi- 
tal with a diagnosis of acute appendicitis. Because of prompt subsidence of the 
right lower quadrant pain, absence of leucocytosis and muscle spasm, although 
tenderness was present, surgery was not performed and they were referred for 
investigation. In all ten of these cases, right lower quadrant pain did not recur 
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after specific antiamebic therapy. Having had this experience, it has become our 
rule, knowing how frequently a single stool specimen will not reveal an infection 
with E. histolytica, to treat all patients with recurrent episodes of right lower 
quadrant pain, not otherwise explained, with antiamebic drugs. even if stools 
are negative, especially if barium enema reveals cecal spasm or a conical, 

rated cecum. Four patients so treated were relieved of right lower quadrant pain. 


The following case is cited as an example: 


\ 52 year old white male had had attacks of right lower quadrant pain 
without nausea, vomiting or fever for three years. He had never had diarrhea 
or blood in his stools. Six months prior to coming under our care in June 1948, 
he was in a hospital where all diagnostic examinations including urological 
investigation were negative. He returned to Norfolk, Va., where he had formerly 
lived and was again hospitalized there. Stools were examined for ova and 
parasites and were found to be negative. A laparotomy was performed and 
normal appendix was removed. On his return to New York, his pain recurred and 
he was referred to one of us (M.W.). Barium enema revealed a conical cecum 
which was slightly spastic and had irregular edges. A purged stool was again 
negative. A course of Diodoquin was prescribed. His right lower quadrant pain 


was relieved and has never recurred. 


Epigastric and right upper quadrant pain occurred alone or together in 19 
patients, only ten of whom gave evidence of amebic hepatitis in the form of 
low-grade fever, or tenderness and/or enlargement of the liver, limitation of 
motion of the right half of the diaphragm, and slight leucocytosis in three. In 
one patient without hepatitis the right upper quadrant pain was so severe as 
to lead to a suspicion of gallbladder disease although cholecystography later 
proved to be normal and episodes of pain were always associated with diarrhea. 
The attacks occurred at four to eight week intervals and incapacitated the 
patient for several days. Barium enema in this patient showed severe spasm of 
the hepatic flexure (Fig. la), and the stools were positive for E. histolytica, Four 
months after specific therapy all the symptoms were relieved and the spasm was 


no longer demonstrated on barium enema x-ray (Fig. lb). 


Tenesmus, present in 53 patients, usually was associated with intermittent 
diarrhea and varied from severe rectal pain and urgency to a sense of vague 
rectal discomfort, often described as a feeling that evacuation was not complete 
and leading to further but usually ineffectual efforts to pass additional stool. 


Flatulence and abdominal distention was a symptom in 47 patients, in 
some of whom they were the only complaints. Distention frequently occurred 
soon after meals, and often was described as necessit: iting the loosening of 
clothes. One male patient with a duodenal ulcer, whose brother also had 
duodenal ulcer, complained that his reaction to ulcer therapy differed from his 
brother's. Whereas the latter was entirely relieved of his distress by a bland 
diet and antacids and he himself was also relieved of his ulcer pain by such 
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measures, he was never completely comfortable but always had a heavy feeling 
in his abdomen, was bloated, flatulent and chronic: lly fatigued. Discovery and 
elimination of an E. histolytica infection gave him comple te relief. There were 
four other patients in this series who had a duodenal ulcer as well as chronic 


amebiasis. 


Blood and mucus in the stools were observed by 52 patients. The passage 
of blood or mucus or both was rarely a presenting complaint, but rather one 
which was elicited on questioning. The amount of blood and mucus passed was 
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la Fig. Ib 


Fig. la—Persistent spasm of hepatic flexure in a patient with Endameba histolytical infection 
Fig. Ib-Same case after antiamebic therapy 


small, often appearing as blood-tinged mucus frequently associated with tenes 
mus. In 1] patients who had not observed blood or mucus in their stools, they 
were noted during proctosigmoidoscopic examination. In only seven of the 
entire group of 204 patients, was there any change in the eppearance of the 
rectal and sigmoid mucosa. Five had typical discrete ulcers in the rectosigmoid 
area and in two the mucosa was slightly congested and triable. It is obvious that 


in most instances the blood and mucus were coming from more proximal por 


tions of the bowel. 


Fatigue was present in 37 patients, in 11 of whom it was the only cause for 
their seeking medical advice. In five patients it was associated with a slight to 
moderate weight loss and anorexia, which caused referring physicians to suspect 
a gastrointestinal malignancy. After a careful search for the latter was concluded 
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with negative results, the stools of these patients were examined. Eradication of 
an EK. histolytica infection resulted in a gratifying increase in energy and appe- 
tite. Easy fatigue ability alone, in the absence of any other discoverable cause, 
should always raise the suspicion of amebiasis. 


Joint and muscular pains were complained of by 22 patients, only two of 
whom had definite evidence of rheumatoid arthritis. The latter two were cured 
of their arthritis as well as of their abdominal complaints by antiamebic therapy. 
In view of the increasing number of reports*” of the association of rheumatoid 
arthritis with chronic intestinal amebiasis, it would seem desirable that warm 
purged stools be routinely examined for Endameba histolytica in the former 
condition. 


Headache, anorexia, slight nausea, palpitation and vertigo were infrequently 
encountered, and are only mentioned because they seemed to be eliminated 
after specific therapy in several of the patients who complained of them. Seven of 
the patients in this series who had evidence of hepatitis, had a fever. One patient 
with an amebic granuloma of the cecum had fever for six days prior to therapy. 
Occasional cases of prolonged pyrexia due to intestinal ame sbiasis are re ported 
in the literature. 


Objective findings in this group of 204 patients with an E. histolytica infec- 
tion were relatively infrequent. Six patients had a mild secondary anemia. It is 
interesting that both a mother and daughter who had an anemia were found 
to be infected and that specific therapy resulted in a gradual correction of the 
anemia and cure of the easy fatigueability of which they both complained. 
Twenty-one patients had tenderness in various parts of the abdomen. The 
patients who had evidence of hepatitis were tender in the right upper quadrant, 
and those with right lower quadrant pain usually exhibited some tenderness 
over this region, but never any muscle-guarding. A few patients had tenderness 
over the sigmoid colon. 


Proctosigmoidoscopy has not, in our experience, been of great help in estab- 
lishing the diagnosis. As already stated, only five patients had typical small dis- 
crete ulcers in the rectum or sigmoid. All of these patients had diarrhea which 
was not severe. Two patients had a mild hemorrhagic proctitis probably due to 
secondary infection. 


Radiographic examination of the colon was frequently a valuable clue to 
diagnosis. In 28 patients, cecal abnormalities were noted. In only two of these 
were the changes severe enough to suggest the presence of an amebic granu- 
loma. In the others, the cecum was noted in some to assume a conical shape, or 
to exhibit variable degrees of spasm, and to have outlines which were serrated. 
Marked incompetence of the ileocecal valve was found in only two cases. In 


three cases there was severe prolonged spasm at or below the he :patic flexure, 


and sigmoid spasm was noted in two cases. General spasticity of the colon was 
occasionally present. Follow-up radiographic studies could not be obtained in 
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many instances, but where they were done. the observed colonic changes were 


seen to have cleared after treatment. 


In every case herein reported, one or more warm purged stool specimens 
were examined by a competent parasitologist. \ single stool was examined in 
the great majority of the patients. Cysts alone of E. histolytica were reported 
in 2] instances, and in three cases E. histolytica was identified after culture of a 
previously apparently negative stool. In all the other cases active motile tropho 
zoites were found on direct examination of the purged stool specimen. In gen 
eral, cysts were found in patients who had difficulty in providing a liquid stool 
specimen after a saline purge. There was no discernible difference in the symp 


tomatology of the “cyst-passers” and those who showed trophozoites. A pure 


Fig. 2b 
2a—Spastic deformed cecum in a patient whose stools showed only Endameba coli 
2b—Same patient after antiamebic therapy 


infection with Endameba histolytica was found in only 41 cases. In the remainder 
of the patients, other organisms such as Endameba coli, Endolimax nana and 
lodameba butschlii were found as concurrent and nonpathogenic infections. In 
22 instances the Dientameba fragilis was found in association with Endameba 
histolytica. Most observers agree that while Dientameba fragilis is not invasive 
and does not produce extraintestinal lesions, its presence in the bowel results 
in symptoms. In this connection, a group of ten patients, not included in this 
series, in whom only Dientameba fragilis was found are interesting. As stated 
earlier, all patients studied had symptoms referable to the gastrointestinal tract. 
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\fter specific therapy, the complaints of the patients with Dientameba fragilis 
infection were relieved. 


In addition, there were 36 office patients in whom Endameba coli or Endo- 
limax nana were found but no Endameba histolytica. These patients had symp- 
toms similar to those of the cases reported in this series. They were ambulant 
and it was often impractical to have repeated examinations of purged. stools 
to rule out an E. histolytica infection. Many consider a minimum of nine stools 
necessary to exclude an E. histolytica infection, but it is obviously difficult to 
set up an arbitrary standard. Rather than subject these patients in whom only 
nonpathogenic amebae were demonstrated, to repeated purging, we have treate d 
them with Diodoquin and in most instances have relieved them of their symp- 
toms. A case in point is that of a 52 year old female cook who was referred by 
a surgeon whom she had consulted because she had been told she required an 
appendectomy. For six months she had been having recurrent episodes of right 
lower quadrant pain and frequent rectal discomfort. She had had no fever or 
nausea. There was tenderness in the right lower quadrant but no rigidity, and 
no masses were felt. Proctoscopy was negative. Barium enema revealed a de 


formed, conical cecum with serrated edges (Fig. 2a). A single purged stool 


specimen showed trophozoites of Endameba coli. She was treated with Diodo- 
quin. Her stools became negative and in three years she has had no recurrence 
of her pain. The cecum subsequently appeared normal on radiological examina- 
tion (Fig. 2b). 


There are reports in the literature of severe involvement of the colon in 
amebiasis where multiple examinations of the stool were negative so that the 
diagnosis of amebiasis was only established after histological examination of an 
ameboma or at necropsy. Because of this, our attitude has been that whenever 
there is a clinical suspicion of amebiasis but negative stools, we have applied 
specific therapy, often with gratifying results. If a diagnosis of irritable colon or 
of “chronic recurrent appendicitis” has previously been made, or if there is 
abdominal distress or easy fatigueability or rectal tenesmus, without any dis- 
coverable cause, we have made it a rule to administer antiamebic therapy even 
in the presence of a negative stool before concluding that the symptoms are on 
a psychosomatic or functional basis. We believe that the known facts about the 
prevalence of amebiasis in our community and the frequent difficulty in obtain- 
ing confirmation of the diagnosis in proven cases lay a sound basis for the 
rationale of such a policy. Many fiscal successes have convinced us of 


value. 


With regard to the value of the complement fixation test in amebiasis, our 
experience has been limited since we have commenced its use in the past few 
months, but we are in agreement with Shookhoff'® that “it cannot be used to 
diagnose intestinal amebiasis because it is negative in all such cases unless there 
is also hepatic involvement. Even when hepatic involvement is present, a nega- 
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tive test may be obtained. In other words, a negative result proves nothing, but 
a positive is usually significant, and points to hepatic involvement. 


SUMMARY 


The symptomatology and objective findings in a group of 204 patients 


with complaints of a chronic nature and a proven Endameba histolytica infection 
of the intestinal tract were analyzed. 


2. Mild and occasional diarrhea, at times alternating with constipation, is 


the most frequent symptom. Constipation is not unusual. 


Abdominal pain, variably located, and often simulating appendiceal pain 
occurs. 


Tenesmus, abdominal distention, flatulence, small amounts of blood and 
mucus in the stools, fatigue, weight loss and joint pains, occur in order of fre- 
quency, 


5. Objective findings are more commonly observed during radiographic 
examination of the colon than by proctosigmoidoscopy. 


6. Patients with suggestive symptoms who harbor nonpathogenic amebae 
or who have negative stools should be given a therapeutic trial of antiamebic 
drugs. 
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DIsCcUSSION 


Dr. I. Snapper:—Just like Dr. Weingarten, | too have seen a few cases of 
tropical liver abscesses caused by amebae, in patients who had never left this 
part of the world. As far as I know, however, this is a rare occurrence, exce pt in 
patients who have had contact with victims of the notorious Chicago epidemic 
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In this part of the world the Endameba histolytica hardly ever gives rise to the 
classical syndrome of dysentery with diarrhea, but leads usually to the treach- 
erous syndromes so well described by Dr. Weingarten. Many ameba carriers 


complain only of fatigue or of joint pains. In such cases the complaints disap- 


pear after treatment of the amebiasis. 


Nowadays it is easy to make amebic cultures from the stools and this has 
considerably increased the known number of patients with chronic amebiasis. 


We certainly should appreciate Dr. Weingarten’s presentation which so 
vividly reminds us that even in our temperate zone amebiasis—usually the chronic 


form—is a frequent disease. 


Dr. Weingarten:—1 wish to thank Dr. Snapper for his discussion and say 
that in all of these cases, in fact it has become routine in my office, when the 
patient's name and address are taken, the next thing is to ask whether he has 
ever been in the tropics, ever been in Florida, or in any other part of the world 
where he might have acquired an amebic parasite. So that in those patients 
who, I said, never left the New York area, that was determined after careful 
inquiry. 


Dr. Snapper brings up a very important point about culture of the stools. 
In my paper [ enumerate three patients in whom the stools were negative but 
amebae were found on culture. It isn’t a common thing that when the direct 
examination is negative, the culture is positive, but it is definitely worth doing. 


I must say that the question of treating patients who have a nonpathogenic 
ameba, or no ameba, deserves re-emphasis because there have been case reports 
in the literature where patients at operation or at autopsy have proven to have 
an ameboma, a histologically definite ameboma, or even acute amebic dysentery 
with necrotic mucosa, where during life the stools were persistently negative. I 
remember one case where a lesion of the transverse colon was removed. Twenty- 
four stools were examined before operation. The case was reported in Gastro- 
enterology, and as stated there, the stool examinations were all negative, and 
vet this was a histologically proven amebic granuloma. 


Now, if a patient has an Endameba coli, or an lodameba butschlii, or Dien- 
tameba fragilis, then you know the patient has been somewhere where he might 
have gotten an E ndameba histolytica, and, if he has symptoms, he should be 
treated. Also certain patients should be treated who don't have amebae but 
have clinical symptoms that are suggestive. You don’t do any harm by giving 
Diodoquin, and if the symptoms were persistent and they are then relieved, it is 
a very gratifying thing, because, after all, that is our purpose, to cure patients. 


EDITORIAL 
Roy Upuam, M.D., F.A.C.S.® 


Members of the New York Chapter of the National Gastroenterological As- 
sociation, friends and honored guests, I am greatly honored to be here with you 
tonight. 


There are times and occasions when the most eloquent words fall short of 
expressing adequately one’s feelings. This is such an occasion. We are gathered 
together to honor Dr. Roy Upham whom we all know and love dearly. Facetiously 
let me say, he is the greatest Secretary-General the National Gastroenterological 
Association has ever had. Of course he is the only Secretary-General we have had, 
but we have always cherished him. 


Too often as physicians we forget what we owe to medicine. We have been 
educated in the richest tradition of a noble profession. The wisdom and science 
of generations of our predecessors have been given to us freely and we have 
garnered from their lives and experience all the wonderful technics and healing 
arts of the ages. 


To me, Roy Upham is a living example of a physican who has not forgotten 
this obligation. He has served his profession well. He has contributed, in possibly 
greater measure than any of us here assembled, in time, energy and effort to 
repay medicine the debt we owe. He has been one of the founders of the National 
Gastroenterological Association, together with many other activities of which I 
am not qualified to speak. 


There are certain qualities of Dr. Upham which have impressed me most 
and which I would like to comment on briefly. I shall say nothing of his talents 
as a toastmaster—his wide acquaintance as a world traveler—these are only too 
well known. In my association with him in the work of the National Gastroentero- 
logical Association one of his greatest qualities is his fidelity. No one could have 
been more faithful to an organization. He is faithful—when he has felt the course 
on which we were embarked was not to his liking. That is the supreme test of 
one’s fidelity and Roy Upham has never faltered—never wavered. He has had 
one thought which he has consistently followed—whatever is best for our associa- 
tion—that he will do. 


Another quality which I have come to appreciate and respect is his zeal 
He has always been willing to further the cause of gastroenterology. He has 
through his wide acquaintance of leading surgeons and medical men, always 
been in the forefront to suggest speakers for our programs and obtain the help 
of others in formulating progressive policies. He has traveled to all parts of this 


country and Latin America and succeeded in establishing chapters in the most 


*Address by Dr. Sigurd W. Johnsen, President-elect of the National Gastroenterological 
Association, at a dinner in honor of Dr. Roy Upham, in New York City on 21 May 1953 
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distant places. He is responsible for a tremendous expansion of our organization 
so that when the time came to leave our home and birthplace, New York City, 
the foundations for successful conventions elsewhere had already been laid. Time 
forbids any further elaboration of this quality—but suffice it to say—Roy Upham 
will forever live in our memories as the man who made it possible for the National 
Gastroenterological Association to really become a national organization. 


Ancther quality of Roy Upham which I have learned to admire is his faith. 
Through the darkest days of the early phases of the expansion of our organization, 
when the outlook was bleak indeed—when financial deficits consumed a great deal 
of our time and thoughts, Roy Upham’s faith in our organization and its ultimate 
success never faltered. He always knew we would succeed—we would develop 
into the organization with a great future, and so tonight we salute you Roy 
Upham—we extend to you our sincere thanks and offer to you our deep apprecia- 
tion for what you have been to us, for what you are, and we hope that for many 


years to come we shall have the privilege and pleasure of your constant help and 
companionship. 


Thank you. 


NEWS NOTES 
EIGHTEENTH ANNUAL CONVENTION 


Copies of the program for our Eighteenth Annual Convention, which appears 
in this issue, are being mailed separately to members of the Association. Addi- 
tional copies are available from the Headquarters Office, 1819 Broadway, New 
York 23, N. Y. and will also be available at the Registration desk on the Conven- 
tion floor. 


Among the outstanding topics io be presented are a “Symposium on Cirrhosis 
of the Liver” and two panel discussions, one on “Diseases of the Large Bowel”, 
the other on “Latest Developments in Cancer Research”. 


There will be no Wednesday evening session in order that those attending 
the Convention may have an opportunity to enjoy the sights in and around Los 
Angeles. 


LapiES AUXILIARY PROGRAM 
The recently formed Ladies Auxiliary, under the chairmanship of Mrs. 
Felix Cunha of San Francisco, Calif., is planning an interesting and entertaining 
program for the ladies. A personal letter addressed to the ladies is being mailed 


out from the Headquarters Office with a business reply card requesting informa- 
tion concerning participation of the ladies in the various activities. 


The tentative program for the ladies follows: 


Monday, 12 October 1953 
Registration at the Registration desk in the hotel from 8:30 A.M. 
Business meeting of the Auxiliary at 4:30 P.M. 
Convocation Ceremony, 6:00 P.M. 


President's Annual Reception, 7:30 P.M. 


( Tickets for the President's Reception will be given out only to those attend- 
ing the Convocation Ceremony. ) 


Tuesday, 13 October 1953 


Sightseeing tour of Hollywood and movie studios with lunch at Farmers 
Market leaving the hotel 9:00 A.M. 


Annual Banquet, 7:00 P.M. 
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Wednesday, 14 October 1953 
Luncheon and show in the famous Rendezvous Room of The Biltmore Hotel. 


The cooperation of the ladies in returning the postcards immediately will 
aid the committee in making arrangements for these activities. 


REGISTRATION 


Registration for the Convention will take place on the Convention floor at 
The Biltmore Hotel. Those attending are requested to register and receive their 
identification badges as no one will be admitted to the exhibits or sessions without 
a badge. 


SCIENTIFIC EXHIBITS 


Scientific exhibits, which again are a part of the program, will be in the 
Exhibit Hall and will be on display from Monday afternoon through Friday 
morning. 


ANNUAL MEETING OF THE NATIONAL EXECUTIVE COMMITTEE 


The Annual Meeting of the National Executive Committee will be held at 
The Biltmore Hotel in Los Angeles, Calif. at 3:00 P.M. on Sunday afternoon, 11 
October 1953. 


ANNUAL MEETING OF THE NATIONAL COUNCIL 


The Annual Meeting of the National Council of the National Gastroentero- 
logical Association will be held at The Biltmore Hotel in Los Angeles, California 
on Sunday afternoon 11 October 1953 at 4:30 P.M. 


Following the meeting of the Council, there will be a banquet for the officers 
and members of the Council. 


ANNUAL MEETING OF THE NATIONAL GASTROZNTEROLOGICAL ASSOCIATION 


The Annual Meeting of the National Gastroenterological Association will be 
held at The Biltmore Hotel in Los Angeles, Calif. at 4:45 P.M. on Monday, 12 
October 1953, the first day of the Convention. 


Members of the Association are requested to attend and participate in the 
business sessions. 


Amendments to the Constitution and By-Laws and election of officers will 
be acted upon at this time. 


Program 


NATIONAL 
GASTROENTEROLOGICAL 
ASSOCIATION 


EIGHTEENTH ANNUAL CONVENTION 
12, 13, 14 OCTOBER 1953 
and 
COURSE IN POSTGRADUATE GASTROENTEROLOGY 
15, 16, 17 OCTOBER 1953 


THE BILTMORE HOTEL 
515 South Olive Street, Los Angeles, Calif. 


Members of the medical profession are cordially invited to attend the 
convention sessions. 


Attendance at the Postgraduate Course is limited to those who have paid the 
matriculation fee. 
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OFFICERS and NATIONAL COUNCIL 


Honorary President FRANK J. BORRELL!, M. D 
ANTHONY BASSLER, M.D Tuckahoe, N 
New York, N. Y YVES CHAPUT, M.D 
Past President Montreal, Canada 
WILLIAM W. LERMANN, M.D DONALD C. COLLINS, M.D 
Pittsburgh, Pa Los Angeles, Calif 
President JOHN E. COX, M.D 
FELIX CUNHA, M.D Memphis, Tenn 
San Francisco, Calif FRANK A. CUMMINGS, M.D 
President-elect Providence, R. | 
SIGURD W a. M.D HARRY M. EBERHARD, M.D 
Passaic, N Philadelphia, Pa 
ist Vice LUDWIG FRANK, M.D 
LYNN A. FERGUSON, M.D Charleston, W. Va 
Grand Rapids, Mich WILLIAM C. JACOBSON, M.D 
2nd Vice President New York, N. Y 
JAMES T. NIX, M.D 1. R. JANKELSON, M.D 
New Orleans, La Boston, Mass 
3rd Vice President S M.D 
ARTHUR A. KIRCHNER, M.D Newark, 
Los Angeles, Calif BRUCE C Lockwoop M.D 
4th Vice President Detroit, Mich 
C. WILMER WIRTS, M.D FERNANDO MILANES, M.D 
Philadelphia, Pa Havana, Cuba 
Secretary-General H. NECHELES, M.D 
ROY UPHAM, M.D Chicago, Ill 
New York, N. Y. LOUIS L. PERKEL, M.D 
Secretary Jersey City, N. J 
A. XERXES ROSSIEN, M.D JOSEPH A. SHAIKEN, M.D 
Kew Gardens, N. Y Merchantville, N. J 
Treasurer ROWLAND RICKETTS, M.D 
ELIHU KATZ, M 4 Milwaukee, Wisc 
a" York, N C. J. TIDMARSH, M.D 
aitor Montreal, Canada 
FRED H. VOSS, M.0 
Phoenicia, N. Y 
SAMUEL BERGER, M.D LESTER R —— M.D 
Cleveland, Ohio Portsmouth, N 
Executive Officer 
DANIEL WEISS, B.S.. M.A 


PROGRAM COMMITTEE 
FELIX CUNHA, M.D., Chairman 
1819 Broadway 
New York 23, N. Y. 
ANTHONY BASSLER, M.D LESTER M. MORRISON, M.D 
New York, N. Y Los Angeles, Calif 
SIGURD W. JOHNSEN, M.D. RALPH SCOVEL, M.D 
Passaic, N. J San Francisco, Calif. 
ARTHUR A. KIRCHNER, M.D. ROY UPHAM, M.D 
Los Angeles, Calif. New York, N. Y 
SAMUEL WEISS, M.D. 
New York, N. Y 
REGISTRATION—AIl members and guests should register. Identification 
badges tor admittance to meetings will be given to those who register 
These should be worn at all times during the session. Registration 
will take place at the registration desk on the convention floor 
LADIES REGISTRATION—At the registration desk on the Convention 
Floor, Registration facilities will be open at 8:30 each morning. Intor 
mation concerning the various activities and events will be available 
there 
MEETINGS are held on Pacific Standard ‘Time and will begin promptly 
at the time specified 
COURSE POSTGRADUATE GASTROENTEROLOGY-— Admittance 
only upon presentation of official matriculation card 
SCIENTIFIC EXHIBITS—Will be in the Exhibit Hall and will be open 
Monday at 1:30 p.m.; Tuesday, Wednesday and Thursday from 8:30 
am, to 5:30 p.am.; Friday, 8:30 a.m. to 12:00 noon 
PECHNICAL EXHIBITS under the direction of Mr. Steven kK. Herlitz 
Exhibit Manager, will be open Monday at 1:30 p.m.; Tuesday, Wed 
nesday and Thursday from 8:30 a.m. to 5:30 p.m.; Friday, 8:30 a.m 
to 12:00 noon 


Those attending the Convention are urged to take advantage of the time 
between the presentation of papers and sessions, to visit the technical 


exhibits and become acquainted with the many new products and new 


equipment on display 


PROGRAM 
EIGHTEENTH ANNUAL CONVENTION 
NATIONAL GASTROENTEROLOGICAL ASSOCIATION 
SCIENTIFIC SESSIONS 
12, 13, 14 October 1953 
and 
COURSE IN POSTGRADUATE GASTROENTEROLOGY 
15, 16, 17 October 1953 
THE BILTMORE HOTEL. 
515 South Olive Street 


Los Angeles, California 


SPEAKERS AND OFFICERS OF INSTRUCTION 


ADLER, DENIS ¢ M.D., Assistant Professor of Radiology, College of Medical Evangelists 
Los Angeles, Calif 

BACHRACH, WILLIAM Ph.D... University of Southern Calitornia School of Medi 
cine; Veterans Administration Hospital; Cedars of Lebanon Hospital, Los Angeles, Calif 

BAILEY, WILBUR, M.D., Clinical Professor of Medicine, University of Southern California 
School of Medicine, Los Angeles, Calit 

BAKER, HENRY, M.D., Clinical Protessor of Medicine, Tutts Medical School, Visiting Physi 
cian, Boston City Hospital, Boston, Mass 

BALFOUR, DONALD C.,, Jr., M.D., M.S., Assistant Clinical Professor of Medicine, University 
of Southern California School of Medicine; Los Angeles County, Good Samaritan and 
St. Vincents Hospitals Good Hope Clinic, Los Angeles, Calif 

BANK, JOSEPH, M.D., Good Samaritan, St. Joseph's, Memorial and County Hospitals; Con 
sultant to Veterans Administration Hospitals Whipple and Phoenix, Phoenix, Ariz 

BASSLER, ANTHONY FLALC.P., LL.D., Consulting Gastroenterologist, New 
York Polyclinic, St. Vincent's, Miserecordia, Christ's, St. John’s, St. Agnes Hospitals, New 
York, N.Y 

BAUER, JULIUS, M.D., F.A.C.P., Clinical Professor of Medicine, College of Medical 
Evangelists, Los Angeles; Senior Attending Physician, Los Angeles County Hospital, Lo 
Angeles, Calif 

BAUMGARTNER, CONRAD J., M.D.. MLS... FLALCLS., Associate Professor of Surgery, College 
of Medical Evangelists, Los Angeles; Senior Surgeon, Los Angeles County Hospital 
Attending, St. Vincents Hospital, Beverly Hills, Calif. 

BERNE, CLARENCE s M.D., F.A.C.S., Professor ot Surgery, University of Southern Cali 
fornia School of Medicine; Senior Surgeon, Attending Staff, Good Samaritan, St. Vincent: 
and Los Angeles County General Hospital Lo Anvele Calif 

BLOMOLl IST, OLOV A M.D Associate Clinical Professor of Medicine, College of Medical 
Evangelists, Los Angeles, Calif. 

BOECK, WILLIAM C., M.D., M.S., Clinical Profesor of Medicine, University of California 
Medical School, Attending Physician, Veterans Administration Hospital Los Angeles, Calif 

BREWER, LYMAN A Ill A.B \IL.D MLS Associate Professor of Surgery, College of 
Medical Evangelists, Los Angeles, Consultant i oracic Surges Veterans Administra 
tion, Los Angeles, Calif 

CARTER JAMI Resident in Surgery ium and pit Glendale 
Calit 


ViIStT THE EXRIBETS 


CHENEY, GARNETT, A.B., M.D., Clinical Professor of Medicine, Stanford University Medi- 
cal School, San Francisco, Calif. 

COLLIER, CLARENCE R., M.D., Instructor in Medicine, College of Medical Evangelists, 
Los Angeles, Calif 

COMMONS, ROBERT R., M.D., University of Southern California School of Medicine; Los 
Angeles County Hospital; Good Hope Clinic; Methodist Hospital; Good Samaritan Hos- 
pital; Resthaven Sanitarium, Los Angeles, Calif. 

CRANE, MILTON G., M.D., Instructor in Medicine, College of Medical Evangelists, Los 
Angeles, Calif 

CROZIER, HENRY C., M.D., Department of Radiology, Queen of Angels Hospital, Los An- 
geles, Calif 

CUNHIA, FELIX, A.B. M.D., F.LC.S., Formerly Consultant, Gastroenterological Clinic, 
University of California Hospital, San Francisco; Doctor's, San Francisco and Notre 
Dame Hospitals, San Francisco, Calif 

DAVIS, WILLIAM H., M.D., William E. Branch Foundation, Los Angeles, Calif. 

DAY, BOSTON M B.S., M.D., F.LC.S., Marvs Help, San Francisco Doctor's, St. Francis 
Memorial and Notre Dame Hospitals, San Francisco, Calif 

DUCEY, EDWARD F., B.S., M.D., F.A.C.P., Clinical and Forensic Pathologist, Clinical Lab- 
oratory, Foster Memorial Hospital; The Ventura Medical Laboratories, Ventura County 
Hospital, Ventura, Calif 

FAINERK, DAVID C., M.D., Los Angeles, Calif 

FARRIS, JACK MATTHEWS, B.A., B.S., M.D., Assistant Clinical Professor of Surgery, Uni- 
versity of California Medical School, Los Angeles, Calif. 

FERGUSON, JAMES A., M.D., F.A.C.S., Consulting Surgeon, Ferguson-Droste-Ferguson Rec 
tal Clinic and Hospital; Consulting Surgeon, Division of Proctology and Colon Surgery, 
St. Mary’s Hospital; Blodgett Memorial Hospital, Grand Rapids, Mich. 

FERGUSON, LYNN A., B.S., M.D., F.I.C.S., Chief, Surgical Division, Ferguson-Droste-Fer 
guson Rectal Clinic and Hospital; Consulting Surgeon, Division of Proctology and Colon 
Surgery, St. Mary’s Hospital; Blodgett Memorial and Butterworth Hospitals, Grand 
Rapids, Mich. 

FOSTER, PAUL D., M.D., Assistant Professor of Dermatology, College of Medical Evan- 
gelists, Los Angeles; Institute of Nurses, Hollywood Presbyterian and Methodist Hospitals; 
Instructor in Dermatology, Los Angeles Public Schools, Los Angeles, Calif. 

GILBERT, ALFRED E., M.D., Assistant Clinical Professor of Surgery, College of Medical 
Evangelists, Los Angeles, Calif 

GOIN, LOWELL S., M.D., F.A.C.R., Clinical Professor of Radiology, University of Cali- 
fornia Medical School; Radiologist, Queen of Angels Hospital; Consulting Radiologist, 
Harbor General Hospital, Los Angeles, Calif. 

GOLDSTEIN, HYMAN L., M.D., Senior Physician and Consulting Internist, Deborah Hospital 
for Chest Diseases, Browns Mills, N. J.; Historian, National Gastroenterological Association, 
Camden, N. J. 

HALSTED, JAMES A., A.B., M.D., Assistant Clinical Professor of Medicine, University of 
California Medical School; Chief, Gastroenterological Section, Wadsworth Veterans Admin 
istration Hospital, Los Angc'es, Calif. 

HIRST, ALBERT, M.D Assistant Professor of Pethclogy, Colle ge of Medical Evangelists, 
Los Angeles, Calif 

HOPE, ROBERT B., B.A., M.D., Senior Attending Staff, Los Angeles County Hospital; Active 
Staff, St. Vincent’s and Queen of Angels Hospitals; Consulting Staff, Methodist Hospital, 
Los Angeles, Calif. 

HUFFORD, A. RAY, M.S., M.D., Butterworth Hospital, Grand Rapids, Mich. 

JANKELSON, I. R., M.D., Assistant Professor, Tufts Medical School; Assistant Visiting Physi 
cian, Boston City Hospital, Boston, Mass. 

JANZEN, JACOB, M.D., F.A.C.S., Assistant Professor of Surgery, College of Medical Evan- 
gelists, Los Angeles; Senior Surgeon, Glendale Sanitarium and Hospital, Glendale, Calif. 

JOERGENSON, E. J., M.D., F.A.C.S., Associate Professor of Surgery, College of Medical 
Evangelists, Los Angeles; Senior Attending Staff, Los Angeles County Hospital, Glendale, 
Calif 
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KAPLAN, LEO, M.D., Pathologist, Wadsworth Veterans Hospital, Los Angeles, Calit 

KEASBEY, LOUISA E., M.D., Associate Protessor of Pathology, University of Southern Cal 
fornia Medical School; Attending Staff, Los Angeles County Hospital, Los Angeles, Calit 

KUGEL, ARTHUR, M.D., Instructor in Surgery, College of Medical Evangelists, Los Angeles 
Calit 

LAWRENCE, JOHN S., B.A., M.D., Professor of Medicine, University of California School of 
Medicine, Los Angeles, Calit 

LICHSTEIN, JACOB, M.D., Assistant Protessor of Clinical Medicine, University of Southern 
California School of Medicine; Postgraduate Lecturer in Gastroenterology, University of 
Southern California School of Medicine; Attending Staffs, Los Angeles County, Cedars ot 
Lebanon and Temple Hospitals, Los Angeles, Calit 

McDONALD, JOHN B., M.D., William E. Branch Foundation, Los Angeles, Calif 

MELLINKOFF, SHERMAN, A.B., M.D., Assistant Professor of Medicine, University of Cah 
fornia School of Medicine, Los Angeles, Calif 

MIKKELSEN, William P., B.S., M.D., Instructor in Surgery, University of Southern California 
School of Medicine, Los Angeles, Calit 

MILLER, DAVID, B.S., M.D., F.A.P.S., Assistant Professor of Proctology, College of Medical 
Evangelists, Los Angeles; Attendant in Proctology, Los Angeles General Hospital; Asso 
ciate in Proctology, Cedars of Lebanon Hospital, Los Angeles, Calif 

MOLLE, WILLIAM E., M.D., Attending Physician, Wadsworth Veterans Hospital, Lo 
Angeles, Calif. 

MOREL, ELTON L., M.D., F.LC.S., Assistant Clinical Professor of Surgery, College of Medi 
cal Evangelists, Los Angeles; Senior Surgeon, Glendale Sanitarium and Hospital, Glendale 
Calif 

VMIORGAN, FRANK M., M.D., University of Southern California School of Medicine; Le 
Angeles County Hospital; Physicians and Surgeons Hospital, Glendale; Glendale Sanitar 
um and Hospital, Glendale, Calif 

MIORRISON, LESTER M., M.D., F.A.C.P., Lecturer in Medicine, College of Medical Evan 
velists, Los Angeles; Senior Attending Physician and Chiet of a Medical Service, Los 
Angeles County Hospital; Consulting Gastroenterologist, St. John’s Hospital, Santa Monica 
Los Angeles, Calif. 

MOVIUS, HERBERT J., IL, M.D., Instructor in Surgery, University of Southern California 
School of Medicine; Junior Attending Surgeon, Los Angeles County Hospital; Staff Sur 
geon, Long Beach Veterans Hospital, Long Beach, Calif 

NIEMETZ, DAVID, M.D., Assistant Clinical Professor of Medicine, University of Southern 
California School of Medicine, Los Angeles, Calif 

OETTING, HENRY K., M.D., William E. Branch Foundation, Los Angeles, Calif 

O'NEILL, J. NORMAN, M.D., F.A.C.S., Los Angeles County, Queen of Angels, Methodist 
and Cedars of Lebanon Hospitals, Los Angeles, Calif 

PAYNE, J. HOWARD, M.D., Assistant Clinical Protessor of Surgery, University of Southern 
California School of Medicine; Junior Attending Surgeon, Los Angeles County Hospital 
Los Angeles, Calit j 

ReBELL, F. GEORGE, M.D., F.A.P.S., Clinical Professor of Proctology, College of Medical 
Evangelists, Los Angeles, Calif 

ROSSIEN, A. XERXES, M.D., Assistant Clinical Professor of Medicine, New York Medical 
College; Director of Postgraduate Course in Gastroenterology, Medical Society, County 
of Queens, N. Y.; Consultant Gastroenterologist, Queens General, Kings Park State, Long 
Beach Memorial and Rockaway Beach Hospitals; Visiting Gastroenterologist, Triboro 
Hospital; Associate Physician, Chief, Gastroenterological Out-patient Department, Jamaica 
Hospital, Kew Gardens, N. Y 

SAWYER, KENNETH C., M.D., Assistant Professor of Clinical Surgery, University of Colo 
rado School of Medicine; Chief, Surgical Service, Presbyterian Hospital; Attending Statt 
St Joseph's and Children’s Hospitals; Consultant, Fitzsimons Army Hospital, Veteran 
Hospitals Denver and Grand Junction, Denver, Colo 

SCHINDLER, RUDOLF, M.D., F.A.C.1 Clinical Professor of Medicine (G itroenterology 
College of Medical Evangelists, Los Angeles, Calit 
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SHAIKEN, JOSEPH, M.D., M.Sc., Associate Professor of Medicine, Marquette University 
Medical School, Chief Department of Medicine, Milwaukee County Hospital; Director of 
Medical Education, Mt. Sinai Hospital, Milwaukee, Wisc. 

SLOAN, LEIGH E., M.D., Los Angeles County Hospital and Mercy Hospital, San Diego, Los 
Angeles, Calif. 

SMITH, W. RUSSELL, M.D., Assistant in Surgery, University of Southern Calitornia School 
of Medicine: Senior Surgical Resident, Los Angeles County Hospital, Los Angeles, Calit 

SNAPPER, L, M.D., Ph.D., Professor of Medicine, Chicago Medical School, Protessor of 
Medicine, Graduate School, Cook County Hospital; Lecturer in Medicine (rank of Pro 
fessor) University of Illinois Medical School; Director of Medical Education, Cook County 
Hospital; Consulting Physician, The Mt. Sinai Hospital, N. Y., Chicago, III 

SNYDER, WILLIAM H., Jr., M.D., Senior Attending Surgeon, University of Southern 
California Service Los Angeles County Hospit i; Chief of Surgery, Los Angeles 
Children’s Hospital, Hollywood, Calif. 

STARR, PAUL, M.D., University of Southern California School of Medicine; Los Angeles 
County, Huntington, St Luke’s, Good Samaritan Hospitals; Veterans Hospital, Long 
Beach, Los Angeles, Calif 

STATE, DAVID, M.D., F.A.C.S., Clinical Associate Professor of Surgery, University of South 
erm California School of Medicine; Director of Surgery, Cedars of Lebanon Hospital, Los 
Angeles, Calif 

STEINBERG, M.E B.S., M.S M.D Associate Physiology Research, University of 
Oregon School of Medicine; Attending Surgeon, Emanuel Hospital Porthind, Oreg 

STEMPIEN, STEPHEN J,., B.S., M.D., Attending Physician, Veterans Hospital, Long Beach 
Beverly Hills, Calif 

STIRRETT, LLOYD A., B.A., M.D., Assistant in Surgery, Departinent of Surgery, University 
of California School of Medicine; Resident, Surgery, Veterans Hospital, Los Angeles 
Calif 

STRACHAN, CHARLES E., M.D., Instructor in Medicine, College of Medical Evangelists 
Los Angeles, Calif 

SUSSMAN, MARCY L., M.S., M.D., Clinical Professor of Radiology, University of Southern 
California School of Medicine; Consultant to Veterans Administration Hospitals at Phoenis 
and Whipple, Phoenix, Ariz 

POWNSEND, KYLE E., M.D., William E. Branch Foundation, Los Angeles, Calif 

UPHAM, ROY, M.D., F.A.C.S., F.L.C.S., Associate Professor of Medicine and Gastroenterology 
New York Medical College, New York, N. Y. 

VAN ZWALENBURG, BENJAMIN R., B.S., M.D., Consulting Radiologist, Ferguson-Droste 
Ferguson Rectal Clinic and Hospital; Radiologist, Holland City Hospital; Grand Rapids 
Mich 

WANGENSTEEN, OWEN H., B.A., M.D., Ph.D., Professor and Chairman Department of 
Surgery, University of Minnesota Medical School, Minneapolis, Minn 

WEIBEL, LAUREL A., M.D., Instructor in Surgery, College of Medical Evangelists, Los 
Angeles; Attending Staff, Los Angeles County Hospital, Los Angeles, Calif 

WEINBERG, JOSEPH A., M.Sc., M.D., Clinical Professor of Surgery, University of California 
Medical School; Chief of Surgery, Veterans Hospital, Long Beach, Calif 

WHARTON, GEORGE K., M.S., M.D., Clinical Professor of Medicine, University of Southern 
California School of Medicine; Los Angeles County, Good Samaritan, Hollywood-Presby 
terian and California Lutheran Hospitals, Good Hope Clinic, Los Angeles, Calif 

YUHL, ERIC T., B.A., M.D., Assistant in Surgery, Department of Surgery, University of Cali 
fornia School of Medicine, Los Angeles, Calif. 

7ZAMCHECK, NORMAN, M.D., Instructor in Medicine, Harvard Medical School; Research 
Pathologist, Mallory Institute of Pathology; Research Associate in Pathology, Boston 
University School of Medicine, Boston, Mass 


VEST TS 


BUSINESS SESSIONS 


SUNDAY AFTERNOON, 11 OCTOBER 


3:00 P.M. 


Executive Committee Meeting 


4:30 P.M 
National Council Meeting. 


6:00 PM 
National Council Banquet 


SCIENTIFIC SESSIONS 


FIRST SESSION 
MONDAY MORNING, 12 OCTOBER 1953 


Feurx Cunna, M.D., President, National Gastroenterological Association 
presiding. 


9-00 A.M. 
SYMOSPIUM ON CIRRHOSIS OF THE LIVER: 
l. “Correlation Between Needle Biopsy of the Liver and Infra-red 
Photography of the Abdomen in Cirrhosis of the Liver”. 
Spe akers 
Dr. I. R. JANKELSON, Boston, Mass.; Dr. NorMAN ZAMCHECK, Boston, Mass 
(By invitation) and Dr. Henry Baker, Boston, Mass 


9:30 A.M 


2. “Clinical Aspects of Cirrhosis of the Liver”. 


Speaker 


Dr. James A. Harstep, Los Angeles, Calif. (By invitation) and Dr. Davin 
C. Farner, Los Angeles, Calif. (By invitation ) 


10:00 A.M. 


3. “Modern Treatment of Cirrhosis of the Liver’. 


Speaker 
Dr. Lester M. Morrison, Los Angeles, Calif 


VISIT THE EXHIBITS 
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VIII 


10:30 A.M. Recess 


10:45 A.M. 
1. “Pathologic Physiology of Cirrhosis of the Liver”. 
Speaker 


Dr. Junius Baver, Los Angeles, Calif. ( By invitation ). 


11:15 A.M 
Discussion to be opened by: 
Dr. SAMUEL Wess, New York, N. Y 


11:30 A.M. 
». “Clinical and Biochemical Observations on the Use of Large Doses 
of Testosterone Propionate in Acute and Chronic Liver Disease”. 
Speakers 
Dr. Frank M. Morcan, Glendale, Calif. (By invitation); Dr. Georce K 
Wuarton, Los Angeles, Calif. (By invitation); Dr. Paut Starr, Los 
Angeles, Calif. (By invitation) and Dr. Roperr R. Commons, Los 
Angeles, Calit. (By invitation ). 


12:00 Noon 
General Discussion 


SECOND SESSION 
MONDAY AFTERNOON, 12 OCTOBER 1953 
Exhibits will be open from 1:30 P.M. until closing. 


James T. Nix, M.D., Vice-President, National Gastroenterological Associa- 
tion, presiding. 


2:00 P.M. 
6 “Duodenal Stasis Caused by an Aberrant Superior Mesenteric 
Vessel”. 
Speakers 
Dr. Boston M. Day, San Francisco. Calif. and Dr. Feuix Cunna, San 
Francisco, Calif 


VISIT THE EXHIBITS 
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2:30 P.M. 
Discussion to be opened by: 
Dr. Fenix Cunna, San Francisco, Calif. 


2:40 P.M. 


7. “The Detection of Colonic Lesions by Double Contrast and High- 
Voltage Radiography”. 


Speaker 
Dr. Henry C. Crozier, Los Angeles, Calif. ( By invitation 


3:10 P.M 
Discussion to be opened by: 
Dr. BENJAMIN R. VAN Zwacensurc, Grand Rapids, Mich 


3:20 P.M. Recess to visit the Commercial and Technical Exhibits 


3:50 P.M. 
&. “Indications and Contraindications of Roentgen Examination in 
Bleeding Ulcers”. 
Speakers 
Dr. Marcy L. SussMAN, Phoenix, Ariz. (By invitation) and Dr. Joserx 
Bank, Phoenix, Ariz. (By invitation ) 


4:20 P.M. 


Discussion to be opened by: 
Dr. Maurick FELDMAN, Baltimore, Md. ( By invitation }. 


4:45 P.M. 
ANNUAL MEETING OF THE ASSOCIATION—GENERAL ASSEMBLY. 


6:00 P.M. 
CONVOCATION: Presentation of certificates 
See special program 


30 P.M 
PRESIDENT’S ANNUAL RECEPTION—Sponsored by Winthrop- 
Stearns, Inc. (Admission by card only, to be obtained at the 
Convocation Ceremony ). 


VISIT THE EXHIBITS 
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THIRD SESSION 


TUESDAY MORNING, 13 OCTOBER 1953 


LiyNN A. Fercuson, M.D., Vice-President, National Gastroenterological 


Association, presiding 


9:00 A.M. 
PANEL DISCUSSION ON DIAGNOSIS AND MANAGEMENT OF DIs- 
EASE OF THE LARGE BOWEL: 


Moderator; Dr. Lynn A. Fercuson, Grand Rapids, Mich 


Participants: Dr. Benjamin R. Van Zwacensurc, Grand Rapids, Mich 
Dr. James A. Fercuson, Grand Rapids, Mich. 


Dr. Epwarp F. Ducrey, Ventura, Calit. | By invitation 
10:30 A.M. Recess to visit the Commercial and Technical Exhibits 
11:00 A.M 
9. *The Patient with Diarrhea”’. 
Speaker 


Dr. JosepH Suatken, Milwaukee, Wisc 


11:30 A.M. 
Discussion to be opened by 


Dr. Z. Frapkin, Brooklyn, N. 


11:40 A.M 
10. “Newer Concepts and Therapy of Chronic Ulcerative Colitis”’. 


Speaker 


Dr. F. Grorce Los Angeles, Calif. (By invitation 


PM. 


General Discussion 


VISUT THE 
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FOURTH SESSION 
TUESDAY AFTERNOON, 13 OCTOBER 1953 


AnTHUR A. KirncHNER, M.D., Vice-President, National Gastroenterological 


Association presiding 


2:00 P.M 

PANEL DISCUSSION ON PEPTIC ULCER: 

11. “Vagotomy—Pyloroplasty in the Treatment of Peptic Uleer”. 
Speaker 

Dk. SreEPHEN |. Beverly Hills, Calit. ( By invitation 


2:30 P.M 

12. “Vagotomy for Peptie Ulcer”. 
Speaker 

Dr. Josep A. Weinserc, Long Beach, Calit. ( By invitation 
3:00 P.M. Recess to visit the Commercial and Technical Exhibits 
3:50 PLM 

13. “Vitamin U Concentrate Therapy of Peptic Ulcer”. 
Speaker 


Dr. CHuenry, San Francisco, Calif. (By invitation 


$:00 P.M 


General Discussion 


4:10 P.M 
It. “Restoration of Gastrointestinal Continuity after Total Gastree- 
tomy—Physiologic Aspects”. 
Speaker 
Dr. P. Los Angeles, Calif. (By invitation 


1:40 P.M 


Discussion to be opened by 


Dr. R. Joun F. Rensuaw, Santa Ana, Calif. ( By invitation 
7:00 PLM 
ANNUAL BANQUET—THE BILTMORE HOTEL, LOS ANGELES, 
CALIF. 


VISIT THE EXHIBITS 
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FIFTH SESSION 
WEDNESDAY MORNING, 14 OCTOBER 1953 


Roy Upnam, M.D., Secretarv-General. National Gastroenterological Asso- 
ciation, presiding. 


9:00 AM. 

15. “X-ray Study of the Small Intestine”’. 
Speaker 

Dr. Loweit S. Goin, Los Angeles, Calif. (By invitation). 
9:30 A.M. 


General Discussion. 


9:40 A.M. 
16. “Clinical Applications of Hepatic Radioactivity Surveys”. 
Speakers 
Dr. Luovp A. Stirrerr, Los Angeles, Calif. (By invitation) and Dr. Eric 
T. Yuu, Los Angeles, Calif. (By invitation ). 


10:10 A.M. 
Discussion to be opened by: 
Dr. Franz K. Bauer, Los Angeles, Calif. (By invitation ). 


10:20 A.M. Recess to visit the Commercial and Technical Exhibits 


10:50 A.M. 
17. “Gastroscopy—A Critical Review of its Clinical Usefulness and 
Limitations”. 


Speaker 


Dr. Ovov A. Brostoutsr, Los Angeles, Calif. ( By invitation ) 


11:20 A.M. 


General Discussion. 


11:30 A.M. 
18. “Clinical Implications of Mucosal Prolapse Throughout the Ali- 
mentary Tract”. 


Speaker 
Dr. Jacos Licusrer, Los Angeles, Calif. (By invitation). 


12:00 Noon | 
Discussion to be opened by 
Dr. Orro DeMutu, Vancouver, B. C. (By invitation ). 


VISUE 


SIXTH SESSION 
WEDNESDAY AFTERNOON, 14 OCTOBER 1953 


ANTHONY Basscer, M. D., Honorary President, National Gastroenterological 
Association, presiding. 


2:00 P.M. 
19. “Transthoracic Repair of Diaphragmatic Hiatus Hernia Using 
Fascia Lata”. 
Speaker 
Dr. J. Norman ONeitt, Los Angeles, Calit. ( By invitation ) 


2:30 P.M. 


General Discussion. 


2:40 P.M. 
20. “Modern Antigen Therapy in Chronic Idiopathic Diarrhea”. 
Speakers 
Dr. Joun B. McDonacp, Los Angeles, Calit.; Dr. Henry K. Orriinc, Los 
Angeles, Calif. ( By invitation); Dr. Wittiam: H. Davis, Los Angeles, 
Calif. (By invitation); and Dr. Kyte E. Townsenp, Los Angeles 
Calif. (By invitation ) 


3:10 P.M. 


General Discussion 
3:20 P.M. Recess to visit the Commercial and Technical Exhibits. 
3:45 P.M. 
21. “Pre- and Postoperative Problems in Gallbladder Surgery”. 
Speaker 
Dr. Roy UpHam, New York, N. Y 


4:15 P.M. 
General Discussion. 
4:25 P.M. 
PANEL DISCUSSION ON LATEST DEVELOPMENTS INO CANCER 
OF THE GASTROINTESTINAL TRACT 


Moderator: Dr. Wittiam C. Boeck, Los Angeles, Calif. ( By invitation ) 


Participants: Dr. Witsur Battery, Los Angeles, Calif. ( By invitation ) 
Dr. I. SHapper, Chicago, Il. 
Dr. Owen H. WANGENSTEEN, Minneapolis, Minn 


VEStT THE EXHIBITS 


Course POSTGRADUATE GASTROENTEROLOGY 


SuRGICAL COORDINATOR AND CO-CHAIRMAN 


OWEN H. WANGENSTEEN, B.A., M.D., Ph.D Minneapolis Minn 


Merpicat CoorDINATOR AND Co-CHAIRMAN 


I. SNAPPER, M.D., Ph.D., Chicago, II 


FIRST SESSION 
THURSDAY MORNING, 15 OCTOBER 1953 


Sicurp W. Jounsen, M.D., President, National Gastroenterological Asso 


ciation, presiding 


9:00 A.M 
Address of Welecome— 
Dr. W. JouNseN, Passaic, N. J 


9:15 A.M 
1. “Resection of the Pancreas (Indications, physiological changes 


and end results) 


Speakers 
Dr. Evron L. Glendale, Calif.; Dr. Jacos Janzen, Glendale, Calit 
and Dr. James Carrer, Glendale, Calif 


9:45 A.M 


2. “Pancreatic Tumors”. 


Speakers 
Dr. Grorce K. Wuarron, Los Angeles, Calif. and Dr. Leigh E. Stoan 
Los Angeles, Calif. 


10:15 Recess to visit the Commercial and Technical Exhibits 


A.M 


10:45 A.M 


3. “A Clinieal Study of Small Bowel Tumors”. 


Speakers 
Dr. Jorrncenson, Glendale, Calif.; Dr. Laurer A. Los Angeles 
Calif. and Dr. Louisa FE. Keaspey, Los Angeles, Calif 


VISIT THE EXHESITS 
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11:15 A.M. 


4. “The Surgical Management of Hirschsprung’s Disease”. 


Speaker 
Dr. Davin State, Los Angeles, Calit 


11:45 A.M. 


“Proctosigmoidoscopic Findings”. 


Speaker 
Dr. Davin Mitier, Los Angeles, Calif 


SECOND SESSION 
PTHURSDAY AFTERNOON, 15 OCTOBER 1953 


This entire session will be held at the College of Medical Evangelists, 
Angeles, Calif 


2:30 P.M 


Clinical Session 


Moderator: 
Dr. RupOLF SCHINDLER 


Participants: 


Medicine: 
Dr. A. 
Dr. CLARENCE R. 
Dr. Minton G. CRANE, 
Dr. CHartes E. STRACHAN 


Surgery: 
Dr. ALFRED GILBERT, 
Dr. ARTHUR KUGEL, 
Dr. Exvtron L.. Moret 


Pathology: 
Dr. Abert Hirst 


Roentgenology 
Dr. Denis C. ADLER 


VISIT THE EXHIBITS 
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THIRD SESSION 
FRIDAY MORNING, 16 OCTOBER 1953 


Phis session and all subsequent sessions will again be held at The Biltmore Hotel. 


9:00 A.M. 

6. “Applied Physiology of the Gastrointestinal Tract”. 
Speaker 

Dr. Bacuracnu, Los Angeles, Calit 


9:30 A.M 

7. “Lesions of the Oral Mucosa”. 
Speaker 

Dr. Paut D. Foster, Los Angeles, Calif. 


10:00 A.M. Recess to visit the Commercial and Technical Exhibits. (Exhibits 
close at Noon). 


10:30 A.M. 
&. “Diverticulectomy of the Esophagus”. 
Speaker 


Dr. Conran J. BAUMGARTNER, Beverly Hills, Calif. 


11:00 A.M. 

9, “Clinical Problems in Carcinoma of the Esophagus”. 
Speaker 

Dr. Lyman A. Brewer, III, Los Angeles, Calif. 


11:30 A.M. 
10. “The Problem of Advanced Acid-Peptic Esophagitis”. 
Speakers 
Dr. J. Howarp Payne, Los Angeles, Calif.; Dr. W. Russet, Smita, Los 
Angeles, Calif and Dr. CLarence J. Berne, Los Angeles, Calif. 


12:30 P.M. 
BUFFET LUNCHEON (Admission by card only) 


VISTT 
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FOURTH SESSION 


FRIDAY AFTERNOON, 16 OCTOBER 1953 


2:00 P.M 

11. “Integrative Esophagogastroscopy”. 
Speaker 

Dr. A. Ray Hurrorp, Grand Rapids, Mich 


2. “Surgical Management of the Peptic Uleer Problem”. 


CLARENCE JouN Berne, Los Angeles, Calit 


3:00 P.M. Recess 


. “Local Resection of Gastrie Uleer”’. 


Speaker 
Dr. Herserr J. Movivs, Ul, Long Beach 


3:45 P.M. 
14. “Gastric Cancer with a Consideration of Total Gastrectomy”. 


Speaker 
Dr. Jack Marrnews Farris, Los Angeles, Calit 


. “Postgastrectomy and Postanastomotic Syndromes”. 


M. Sremperc, Portland, Oreg 


. “Malignancy in the Stomach in Atrophie Gastritis and Perniciou- 


Anemia”. 
Speaker 
Dr. Davin Niemetz, Los Angeles, Calif ind Dr Fraxnkuin B. Meap 


Los Angeles, Calif 
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3:15 P.M 
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FIFTH SESSION 


SATURDAY MORNING, 17 OCTOBER 1953 


9-00 A.M 
17. “Control of Stomach Pain”. 


Speaker 
Dr. Donacp ©. Batrour, [R., Los Angeles, Calif 


9:30 A.M. 
18. “Acute Abdominal Disorders”. 


Speaker 
Dr. Witttam H. Sxyper, Jr., Hollywood, Calit 


10:00 A.M. Recess 


10:15 A.M. 


19. “Amebiasis in Tuberculosis Patients”. 


Speaker 
Dr. A. Nerxes Rossien, Kew Gardens. N. Y 


10:45 A.M 


20. “Liver Disease in Ulcerative Colitis”. 
Speakers 


Dr. Witttam Moire, Los Angeles, Calit.; Dr. James A. HaLstep 
Angeles, Calif. and Dr. Leo Kaptan, Los Angeles, Calif 


11:15 A.M. 
21. “Gastrointestinal Complications of Antibiotic Therapy”. 


Speaker 
Dr. SHERMAN MetLINKOFF, Los Angeles, Calif 


VISIT THE 
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SIXTH SESSION 


SATURDAY AFTERNOON, 17 OCTOBER 


2:00 P.M 
22. “Medical Indications for Splenectomy”. 


Speaker 
Dr. Joun S. Lawrence, Los Angeles, Calif. 


9:30 P.M 


23. “Resection of the Liver”. 


Speaker 
Dr. KENNETH C. Sawyer, Denver. Colo 


3:00 P.M. Recess 
3:15 P.M. 
24. “Peritoneoscopy as a Diagnostic Adjunct in Gastroenterology”. 
Speaker 
Dr. Rospert B. Hopr, Los Angeles, Calif 
3:45 P.M 
25. “The Use of Irradiated Parafins in Diverticulosis”. 
Speaker 


Dr. ANTHONY Basster, New York, N. Y 


4:15 P.M 


26. “Some Clinical and Historical Aspects of Diseases of the Hepato- 


biliary Tract”. 


Speaker 
Dr. Hyman I. Gotpsreix, Camden, N. J. 


VESET THRE EXWESETS 
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SCIENTIFIC: EXHIBITS 
BOOTH S-l “Modern Antigen Therapy in Chronic Idiopathie Diarrhea”. 
Drs. Joun B. McDonatp, Los Angeles, Calif. and Dr. Kyu 


TOWNSEND, Los Angeles, Calit 


BOOTH S2 “Peptic Uleer—Treatment with Prantal” 
Dr. THropore Heineken, Bloomfield, N. 


TECHNICAL EXHIBITORS 


(Those attending the Convention sessions are urged to take advantage of the time in between 
the presentation of papers and sessions, to visit the technical exhibits and become acquainted 
with the many new products and new equipment on display 


AMES COMPANY, INC., Elkhart, Ind. (Booth 25). will present Apamide, nonsalicylate 
nonbarbiturate, nonnarcotic analgesic—antipyretic, N-acetyl-p-aminophenol, 0.3 gm. is the 
quick-acting ingredient. 

Apromal combines 0.15 gm. N-acetyl-p-aminophenol with 0.15 gin. acetylearbromal, com 
bing the meritorious puiatitic of Apamide with mild sedation 


THE BORDEN COMPANY, New York, N. Y. (Booth 24). \Mull-Soy,a product which for 
seventeen years has been recognized as a beneficial diet food for milk-allergic children and 
adults, is currently finding favor among physicians in the treatment of patients suffering from 
gastric ulcer. During the past several years, physicians have noted beneficial effects from 
Mull-Soy in those milk-allergic patients who also suffer from gastric ulcer. The number of 
ulcer patients benefited in this way seems to indicate a definite relationship between the use 
of Mull-Soy and the dietary treatment of ulcers 


BRISTOL LABORATORIES, New York. N.Y. (Booth 1°). 


DON BAXTER, INC., Glendale, Calif. (Booth 6), will feature Calorigen-1000, the first 
heat-sterilized, tubal nutrient solution commercially available for nasogastric tubal feeding 
Isolyte with and without dextrose; Gastric Electrolyte and Duodenal Electrolyte Solutions 
with Dextrose; Hyprotigen with 0.15 per cent Potassium Chloride. You'll also see the remark 
able new Pharmaseal 8-French Plastic Feeding Tube for greater patient comfort; Radiopaque 
Gastrointestinal Tube; Stomach Irrigation Tube; Expendable Stomach Tube; Plastic Oxygen 
Catheter, and the Plastic Expendable Extension Tube 


DARWIN LABORATORIES, Los Angeles, Calif. (Booth 9). Their exhibit will feature ses 
eral specialty products, currently of great interest to the profession 

Of exceptional merit is Lipo-Hepin 200, a long acting aqueous heparin requiring only one 
injection per day regardless of patient weight. This product dces not contain an artificial 
retarding menstruum and may be used intravenously when desired 

Information concerning the use of heparin for the treatment of atherosclerosis will be 


wailable on request 


BURTON, PARSONS & COMPANY, Washington, D.C. (Booth 7). 


CIBA PHARMACEUTICAL PRODUCTS, INC., Summit, N. J. (Booth 17), will feature 
Antrenyl, a new potent anticholinergic agent with no bitter after-taste, in the management otf 
peptic ulcer and spasm of the gastrointestinal tract. Samples and literature will be avaHable 


XX 


XXI 


THE COCA-COLA COMPANY, Atlanta, Ga. (Booth 10). Ice-cold Coca-Cola will be served 
through the courtesy and cooperation of the Coca-Cola Bottling Company of Los Angeles 
and the Coca-Cola Company. 


DOHO CHEMICAL CORPORATION, New York, N. Y. (Booth 26), is pleased to exhibit 
Auralgan, the ear medication for the relief of pain in Otitis Media and removal of Cerumen 
Rhinalgan, the nasal decongestant which is free from systemic or circulatory effect and equally 
safe to use on infants as well as the aged; and the New Otosmosan, the eflective, nontoxic ear 
medication which is Fungicidal and Bactericidal (gram negative-gram positive) in the sup 
purative and aural dermatomycotic ears. Mallon Chemical Corporation, subsidiary of the Doho 
Chemical Corporation is also featuring Rectalgan, the liquid topical anesthesia, also Bactericidal 
and Fungicidal for control of secondary invaders, particularly recommended for treatment of 
mold intections (mo iili occurring atter antibiotic therapy lso tor relief of pain and dis 


comfiture in hemorrhoids, prurtus and perineal suturing 


EDER INSTRUMENT COMPANY, Chicago, Hl (Booth 5), will again exhibit their latest 
developments in gastroscopic equipment. The latest development, a biopsy tube, should be 
of great interest to the profession. Also other diagnostic instruments will be exhibited at their 
booth. 


ENCYCLOPAEDIA BRITANNICA, INC., Los Angeles, Calif. (Booth LL). EB’s Biggest Re 
vision in a quarter of a Century! The 1953 Edition of Encyclopaedia Britannica is a new 
milestone in Britannica’s 186-year history, representing, as it does, the biggest revision—in a 
quarter of a century—of what has long been acknowledged as the world’s most authoritative 
reference work. Approximately 344 million word changes are involved in revisions affecting 
over 4,000 articles 


THE NATIONAL DRUG COMPANY, Philadelphia, Pa. (Booth 8), pioneer in the clinical 
application of resin therapy, will feature Resion, an intestinal absorbent; Resinat H-M-B, a 


polymine exchange resin with homatropine methylbromide, for the treatment of peptic ulcer 
and Natrinil, a cation exchange resin for the control of edema. Trained representatives will he 
in attendance to discuss our resin preparations and other specialties. 


WILLIAM H. RORER, INC., Philadelphia, Pa. (Booth 2), cordially invite you to visit 
their booth where their representatives will be happy to answer any questions regarding 
Suspension Maalox and Tablet Maalox. Maalox Suspension, the antacid containing collodial 
grades of Magnesium Hydroxide and Aluminum Hydroxide provides the patient in peptic 
ulcer with all the advantages of Aluminum Hydroxide Gel USP, but eliminates the constipation 
often caused by that drug. Continuous clinical use has demonstrated that it causes quich 
satisfactory relief of pain and discomfort caused by gastritis. 


SANDOZ PHARMACEUTICALS. New York, N. Y. (Booth 22), cordially invite you to 
visit their display which will feature the following: Cafergot—the first effective oral preparation 
for the treatment of migraine and velated headaches; Bellergal—a time-tested preparation for 
use in functional disorders; Hydergine—a new approach and new product for hypertension 
and peripheral vascular diseases. A new handbook listing their products will be available and 
representatives in attendance will gladly answer any questions about these and other Sandoz 
products. 


SCHENLEY LABORATORIES, INC., Lawrenceburg, Ind. (Booth 3), have an informative 
exhibit featuring Titralac Tablets and Liquid, the ideal antacid because it titrates like milk 
Ediol, oral fat emulsion for quick weight gain. Sedamyl, ideal sedative—not a barbiturate 
Sombulex, tor rap ds slee p induction. Vescuium and Veseutol prevention of degenerative dis 
eases. Dorbane, exact chemical laxative for constipation management. 


SCHERING CORPORATION, Bloomfield, N. J. (Booth 15). Members of the National 
Gastroenterological Association and their guests are cordially invited to visit the Schering 
exhibit where new therapeutic developments will be featured. Schering representatives will 
be present to welcome you and to discuss with you these products of their manufacture. 


VISIT THE EXRIBITS 


G. D. SEARLE & CO., Chicago, Hl. (Booth 21), cordially invite you to visit their booth 
where their representatives will be happy to answer any questions regarding Searle Products 
of Research. Featured will be Vallestril, the new synthetic estrogen for menopausal symptoms 
Pro-Banthine, the true anticholinergic drug tor the treatment of peptic ulcers; and Dramamine 
for the prevention and active treatment of motion sickness 


bk. R. SQUIBB & SONS, Long Island City, N. Y. (Booth 18). New Squibb Products, and 
new brochures of useful interest to you on products already introduced, will be featured. As 
in former years, your Squibb representative again, cordially invites you to visit the Squibb 
booth 


WARNER-CHILCOTT LABORATORIES, New York, N. Y. (Booth 20). Research and sales 
personnel will welcome an opportunity to discuss several preparations of special interest to 
gastroenterology. Two of these are Gelusil, the drug cf choice for many years for nonconstipat 
ing acid control in peptic ulcer and Cellethyl, a tablet bulking agent for the physiological cor 
rection of constipation 


WINTHROP-STEARNS INC., New York, N. ¥. (Booth 23), extend a cordial invitation to 
visit its booth, where representatives will be on hand to serve you. Featured will be Creamalin 
nonalkaline nonabsorbable id Felepaque, for superior oral cholecystograpy ; Trimu 
colan, triple mucin-antacid, Diodrast 35 per cent, for operative and postoperative cholangiog 
raphy 


VISIT THE EXATBITS 


| 
| 
| 


VISIT THE EXHIBITS 


XNIII 
NOTES 


IN THE MANAGEMENT OF CONSTIPATION 


In the management of constipation bland bulk 

helps to reestablish normal elimination. Mucilose represents 

an especially well suited product because it is of vegetable origin 
and absorbs 50 times its own weight of water, forming 

a bland, non-absorbable, non-digestible, soothing gel. 


With Mucilose there is the added convenience and ease of 
adjusting the dosage form to meet the clinical need of the patient. 


Mucilose Granules Special Formula (with dextrose), 
tins of 4 oz. and 1 Ib. Pleasant tasting, crunchy granules. 


Mucilose Flakes Special Formula (with dextrose), 
tins of 4 oz. and 1 Ib. Pleasant tasting, easily 
dispersed in water or other liquids. 


Mucilose Flakes Concentrated, tins of 4 oz. and 1 Ib. 
Sugar free (non-caloric), especially useful for the management of 
constipation in the diabetic and obese patient. 


Mucilose Compound Tablets, bottles of 100 and 1000. 
Mucilose with methylcellulose. Easy to swallow, convenient to carry. 


Mucilose with Cascara Granules, tins of 4 oz. 

Contain 1 grain of powdered cascara per heaping teaspoonful (5 Gm.). 
Particularly valuable during transitional treatment of the 

confirmed user of strong laxatives. 


Mucilose should be taken with 1 or 2 glasses of water. 


* 
® 


BLANO..BULK HYDROGEL 


Mucilose, trademark reg. U.S. & Caneda 


SEE OUR EXHIBIT AT BOOTH 23 
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NEWS NOTES 


CONVOCATION CEREMONY 


The Convocation Ceremony, at which certificates of affiliation wiil be pre- 
sented in person to newly elected Members, Associate Fellows, Fellows and 
those advanced during the year, will follow the Annual Meeting of the Association 
at 6:00 P.M. on Monday afternoon, 12 October 1953 at The Biltmore Hotel in 
Los Angeles, Calif. 


Members, their families, guests and friends are invited to attend. 


PRESIDENTS ANNUAL RECEPTION 


This vear, as has been the custom for the last several vears, the President's 


Annual Reception will be sponsored by Winthrop-Stearns, Inc. 


The Reception will be held at 7:30 P.M. on Monday evening, 12 October 
1953, at The Biltmore Hotel in Los Angeles. 

Members of the Association, their friends, guests and those present with the 
exhibits are cordially invited to attend. 


Admission cards may be obtained only at the Convocation Ceremony which 
precedes the reception. 


ANNUAL BANQUET 


The Annual Banquet of the National Gastroenterological Association will be 
held at The Biltmore Hotel in Los Angeles, California on Tuesday evening, 13 
October 1953 at 7:00 P.M. 


The incoming President, Dr. Sigurd W. Johnsen of Passaic, New Jersey will 
be formally installed at the banquet. 


Tickets for the banquet, at $10.00 per person, will be available at the Reg 
istration desk on the Convention floor. 


All reservations must be made by 10:00 A.M., Tuesday, 13 October 1953. 


Coursk POSTGRADUATE GASTROENTEROLOGY 


The Fifth Annual Course in Postgraduate Gastroenterology, given by the 
National Gastroenterological Association, will be held at The Biltmore Hotel and 
the College of Medical Evangelists in Los Angeles, Calif. on 15, 16, 17 October 
1953. 


Again under the personal direction of Dr. Owen H. Wangensteen, Professor 
and Chairman of the Department of Surgery, University of Minnesota Medical 
School, co-chairman and surgical coordinator and Dr. I. Snapper, Director of 
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Medical Education, Cook County Hospital, Chicago, Il, co-chairman medi- 
cal coordinator, the Course will be presented by a distinguished faculty from the 


medical schools in and around Los Angeles. 


Admission to the Course sessions will be limited to those who hold matricu- 
lation cards indicating that they have paid the registration fee for the Course. 


NOMINATING COMMITTEE REPORI 


The Nominating Committee of the National Gastroenterological Association 
consisting of Dr. Felix Cunha, San Francisco, Calif., chairman; Dr. Sigurd W. 
Johnsen, Passaic, N. J.; Dr. G. Randolph Manning, New York, N. Y.; Dr. E. A. 
Marshall, Cleveland, Ohio and Dr. William E. Bippus, West Palm Beach, Fla. 
has submitted the following slate of candidates to be voted upon at the Annual 
Meeting of the National Gastroenterological Associaticn in October: 


Officers 
President-Elect ... Lynn A, Ferguson, M.D., Grand Rapids, Mich. 
Ist Vice-President ..........James T. Nix, M.D., New Orleans, La. 
2nd Vice-President . . ... Arthur A. Kirchner, M.D., Los Angeles, Calif. 
3rd Vice-President ...C, Wilmer Wirts, M.D., Philadelphia, Pa. 
fth Vice-President .........Frank J. Borrelli, M.D., New York, N. Y. 
Secretary-General ... Roy Upham, M.D., New York, N. Y. 
Secretary .................A. X. Rossien, M.D., Kew Gardens, N. Y. 
Treasurer... ilihu Katz, M. D., New York, N. Y. 


For Members of the National Council 
For 4 Years: 

Yves Chaput, M. D., Montreal, Canada 
John FE. Cox, M.D., Memphis, Tenn. 
I. R. Jankelson, M.D., Boston, Mass. 
Fernando Milanes, M.D., Havana, Cuba 
S. Bernard Kaplan, M.D., Newark, N. J . 

For 3 years: William B. Rawls, M.D., New York, N. Y. 


du Memoriam 


We record with profound sorrow the passing of Dr. Frank H. Lahey, Hon- 


orarv Fellow of Boston, Mass. 


We extend our deepest sympathy to members of the bereaved family. 


ABSTRACTS FOR GASTROENTEROLOG:STS 


ABSTRACT STAFF 


SAMUEL S. FEUERSTEIN, Chairman 


ABE ALPER 

A. |. BRENNER 

]. Epwarp Brown 
Joun Cox 

IRVIN DEUTSCH 


LeRoy B. Duccan 
Kermit Dwork 

Louis K. MORGANSTEIN 
RupoL_r POLANCZER 
Jacos A. 


H. M. Ropinson 
Louts A. RosENBLUM 
ARNOLD STANTON 
JoserH R, VAN DyNeE 
REGINALD B. WEILER 


INTESTINES 


ENTEROVESICAL FISTULA—AN ANALYSIS OF 34 CASES: Thomas L. Cottrell, 
Norris J. Heckel, and Edward M. Miller. Geriatrics, (Jan.), 1953. 


Enterovesical fistula is a rare condition 
and ordinarily occurs between the bladder 
and the sigmoid, less often the small in- 
testines, or pelvic organs. 

Four main types are recognized; (1) Con- 
genital—this type is omitted as the author 
is concerned only with the aged. (2) Trau- 
matic—trauma rarely causes this condition. 
Foreign bodies swallowed may find their 
way into the sigmoid and from there pene- 
trate into the bladder. Postoperative trau- 
ma may be a very definite factor. X-ray or 
radium treatments to the cervix or bladder 
may cause it. (3) Inflammatory—accounts 
for about 50 per cent of the cases; origin- 
ates ordinarily in a chronic diverticula of the 
sigmoid. Other inflammatory conditions may 
produce it, such as ruptured appendix, with 
or without abscess formation, acute inflam- 
mation of a Meckel’s diverticulum or actino- 
mycosis. Men predominate, because in wom- 
en the pelvic organs tend to avoid the for- 
mation of such fistulae. Constipation with 
bowel flatulence causing increased bowel 
pressure with subsequent distention and rup- 
ture of the bowel wall may cause it. Con- 
genital weakness of the bowel wall at that 
point may cause it, producing a diverticu- 
lum with inflammation and secondarily  in- 
volve the bladder wall by pertoration. (4) 
Neoplastic carcinoma of the sigmoid and 
upper rectum are definite etiologic factors 

Diagnosis is made on the following 

1. History the three 
signs are: (a) Passage of air from the uri- 


pathognomonic 


nary bladder, producing a bubbling sensa 
tion. (b) Fecal material in the urine-—urine 


has pus and blood. (c) Passage of urine by 
rectum, causing irritation of the bowel and 
diarrhea. This is a most frequent symptom. 

2. Symptoms chills, fever, frequency of 
urination and high white count 

3. Cystoscopy—is most valuable because 
opening in the bladder can be clearly seen. 
Cystogram with 20 per cent Diodrast has in 
many cases shown evidence of a tract be- 
tween the bowel and bladdet 

4. Barium Enema—has very often dem- 
onstrated not only a diverticulitis or a malig 
nancy but actually a fistulous tract 

Treatment consists of: (1) Conservative 
to be used only where surgery is inadvisable 
or unsafe. Use of antibiotics specific for the 
organism in the urine. Occasionally a pin- 
point opening may close spontaneously and 
thus avoid radical surgery. (2) Surgery es 
sentially involves separating the bowel trom 
the bladder wall, closing both openings and 
resection of the bowel having the diverticu- 
lum or carcinoma. The author feels that the 
safest way is to do the right transverse colos- 
tomy first, wait 2-3 weeks and then follow 
with a resection 

The author then presents 34° cases ob 
served and treated at the Presbyterian Hos 
pital in Chicago during a 16 year period 
Males predominated 3-1. Age was 60-70 
The greatest number was in the inflamma 


tory group. Fecalurea was present in 56 


per cent. Pheumaturea 41° per cent. Con 
servative treament was used in 7 cases. In 
the remaiming 29 cases some type oft sur 
gery was done 


Louis K. MorRGANSTEIN 
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THE ANOSIGMOIDAL INHIBITORY REFLEX: C. Debray, F. Pergola, and J. Aubrion. 


Arch. mal. app. digest. 42:5, 1953. 


The study, by graph, of the movements 
of the intestine reveals the existence of a 
reflex, originating in the anus, which has 
the effect of interrupting the contractions 
of the rectum and the sigmoid. We have 
named it the “anosigmoidal inhibitory re- 
flex”. As far as we know, this reflex has 
never been studied in humans. Youmans and 
Meeck described it in dogs in 1937, 

The stimulation of the anus or of the 
part immediately above it) regularly in- 
hibits the contractions of the sigmoid, and 
in one out of three cases decreases the tonus. 
The sudden interruption of contractions im- 
mediately follows the stimulation of the 
anus, On an average this lasts from 1 to 3 
minutes. Stimulation of the anus for a 
second time is followed by a further pause 
in the contractions; but if the stimulation 
is continued, the contractions start again 
after a few minutes. The reflexogenic zone 
is restricted to the sphincter region and just 
above the sphincter region of the anus. The 
inhibited region is extensive as we have 
verified by studying the graphs of the move 
ments of the transverse and descending co 
lons in patients who have undergone re 
section for cancer. 

The motor impulse of this reflex is con- 
ducted by the sympathetic adrenergic In- 


hibitory fibres. Youmans and Meeck have 
actually discovered that—in dogs—an_ in- 
terruption of contractions can no longer 
be obtained — after sympathectomy. The 
starting point of the reflex is probably the 
mucous membrane of the anus, but it. is 
difficult to separate the physiology of the 
mucous membrane from that of the sphinc 
ter muscle. 

The physiopathological role of this reflex 
is as yet uncertain, It is a very spec ial one 
as the stimulation of the mucous membrane 
of the anus causes a pause in contractions 
whilst the stimulation of the remaining part 
of the digestive mucous membrane causes 
hyperperistalsis. It is probably involved in 
the mechanism of continency: besides the 
contraction of the anal sphincter, the bring- 
ing into play of this reflex, by causing recto 
sigmoidal atony causes the sensation of the 
need for evacuation, due to the pressure ot 
the feces on the rectal walls, to disappear. 

In pathology it 1s possible for this reflex 
to play a part in colonic constipation and 
ineflicient defecation characteristic of which 
is the disappearance of the sensation of 
want. Furthermore, anal irritation, as in 
hemorroidal anitis, may cause a reflex atony 
of the colon and of the rectum thus causing 
constipation, 


PATHOLOGY AND LABORATORY RESEARCH 


USE OF DRUGS IN OLDER PEOPLE: Wm. T. Salter. Geriatrics, 7:No. 6, (Nov.-Dec.), 


1952. 


There is no known drug that will re- 
juvenate the elderly, nor is there a specific 
against the aging process, Geriatricians ac 
cept as normal such things as loss of weight, 
osteoporosis of bone, atrophy of cartilage, 
emphysema of the lungs, atrophy of the 
skin, ete 

The author feels that the judicious use of 
testosterone proprionate, reenforced — with 
estrogen, progesterone or desoxycorticoster- 
one, could be beneficial in combating the 
mental depression and the other manifold 
symptoms accompanying the climacteric. It 
has been definitely established that there is 
a gradual decline in the output of the 17 
ketosteroids and thyroid production with the 
attendant lessening of the renal function and 
gastric secretion, 

Intensive therapy with any drug should 


be avoided as elimination is poor and cumu- 
lative action more likely. The enthusiastic 
use of insulin and epinephrin should be 
avoided as they may induce angina or a 
cardiovascular crisis. The same holds true 
for digitalis. Cincophen Is more dangerous, 
causing 2noxea and slowing of the circula- 
tory rate. The use of sulfonamides is more 
dangerous In the old or diseased kidney, 
causing blocking or crystalline deposits. His 
tamine is less able to cause a response to 
gastric acid in a senile gastric mucosa. 
Sedatives and hypnotics act more po 
tently on the central nervous svstem of the 
aged causing easier habituation and more 
distressing results. Anesthesia in the aged 
should) be handled with great care and 
skill. With plenty of oxygen, cyclopropane 
anesthesia offers one of the best chances 
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for surgery in the aged. Epinephrine should 
be avoided due to the cardiac arrythmias it 
induces. Ether inhalation is bad, especially 
In chronic emphysema and bronchiectasis. 
Spinal anesthesia may produce a critical fall 
in blood pressure. In combating hemorrhage 
and shock, care should be used not to over 
load the heart. 

Alcohol seems to be of some benefit. in 
the aged. In anginoid heart disease it dulls 
substernal pain. It quiets the apprehensive 
one and leads to a restful nap before dinner. 


It may quicken the appetite and even add 
a few calories where there is a nutritional 
problem. Although aclohol has a vasodilat 
ing effect, it does not materially improve 
arteriosclerotic ischimea. Its abuse can be 
very injurious, leading to a greater de 
pendency on it. The addition of Vitamin B 
and C are desirable. 

Avitaminosis is high in the aged. The 
diet should be high in proteins, Vitamins 
A, B, C, and calcium and iron. 

Louis K. MORGANSTEIN 


EFFECTS OF INCREASED PROTEIN INTAKE IN OLDER PEOPLE: Wm. B. 
Kountz, Philip Ackerman, et al. Geriatrics, (Feb.), 1953. 


High protein diets have been advocated 
in debility, convalescence and postoperative- 
ly. Previous studies in nitrogen balance have 
indicated that older people require more 
proteins than younger. In the aged, diets 
containing .5 gm. protein per Kg. of body 
weight, was insufficient to maintain N equil 
ibrium, whereas it was enough in the young. 
Diets containing | gm. or more per Kg. of 
body weight per day over long periods, 
maintained N equilibrium well, especially 
when part of the protein was taken in the 
form of yeast. 

In this study observations were made of 
the influence of a high protein diet on the 
glucose tolerance test, total and fractional 
serum protein, on NPN of the plasma and 
on the B.M.R. Four patients were studied 
They were put on | gm. protein per kg 
body weight for 135 days, then increased to 
1.5 gm. protein per Kg. body weight for 
the next 75 days. The diet consisted of meat, 
eggs, milk. Breakfast consisted of 2 eggs, 


150-200 gm. meat divided between the 
other 2 meals, 15 gm. protein from bread, 
vegetables and desserts with 750 c¢.c. milk 
to make up the correct intake level 

rhe following observations were noted 

1. Glucose tolerance —tests—no changes 
noted before or after high protein diets 

2. The N.P.N. values—were higher than 
the normal for younger adults, but not out 
of line from the average elderly subject on 
a completely free diet 

3. Basal metabolic rate—was done fre 
quently and showed no correlation with the 
protein intake 

Kidney 
normal limits for this age group. 

In summarizing the author feels that diffi 
culties may be encountered in keeping el 
derly people on a high protein diet for too 
long periods. The increase in N.P.N. sug 
gests that care should be taken in limiting 
the amount of protein fed to older people 

Louts K. MORGANSTEIN 


fraction tests—were — within 


LIVER AND BILIARY TRACT 


NEWER RADIOPAQUE MEDIA FOR ORAL CHOLECYSTOGRAPHY: W. G. Scott, 
and W. A. Simril. Am. J. Roentgenol. 69:78, (Jan.), 1953. 


The newer cholecystographic radiopaque 
media, iodoalphionic acid ( priodax ), cyclo 
hexane carboxvla ae id (monophen ), and 
triiodo-phenyl propanoic ac id (telepaque ) 
have made cholecystography a simple, con 
venient and accurate test of gallbladder 
function. Of these compounds the newest 
telepaque is the only “triiodo” compound 
with three iodine radicals. The other two 
are “diiodo” compounds with two radicals 
Telepaque contains 15 per cent io- 
dine than the others. This increased iodine 
content largely explains why it produces 
gallbladder shadows of increased density 
For this same reason telepaque can be in 


gested in the morning and satisfactory cho 
lecystograms obtained the same afternoon 
It can be administered immediately after 
the barium meal in the morning and excel 
lent cholecystograms made four hours. or 
six hours later, but this is not recommended 
as a routine procedure This compound. is 
recommended for obese patients. In patients 
weighing 150 Ibs. or less the dose can be 
reduced to two grams (4 tabl.), it is better 
tolerated. The increased density of telepaque 
results in the demonstration of the cystic 
hepatic and common ducts 5-15 min. after 
fattv meal 

FRANZ J. Lust 
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A PRELIMINARY REPORT ON TERIDAX—A NEW CHOLECYSTOGRAPHIC ME- 
DIUM: Robert Shapiro. Radiology, 60:No. 5, 1953. 


A new compound has recently been syn- 
thesized which obviates the difficulties of 
Felepaque and Priodax according to this 
investigation. The structural formuli of all 
these compounds is very closely related 
Teridax in contradistinction to Telepaque 
and like Priodax is excreted almost) com- 
pletely through the kidneys 


This new compound is well tolerated by 


patients; side reactions are less pronounced 
than with Priodax and biliary duct visualiza- 
tion Occurs as is seen with Telepaque. Phar- 
macologically this new compound has low 
systemic toxicity, is readily absorbed from 
the intestinal tract and excreted through the 
kidneys thus causing no confusing shadows 
in the bowel. 

InvIN Deutscu 


PANCREAS 


AN EVALUATION OF PANCREATIC FUNCTION TESTS: D. A. Dreiling, Sr., N. Y. 


State J. Med. 53:671-675, (Mar. 15), 1953. 


In spite of much clinical and investiga- 
tive research in the past decade, the diag- 
nosis of diseases of the external pancreatic 
vland has continued to plague the clinician 
A study was made of the secretin response 
in 172 patients without pancreatic disease, 
61 patients with proven pancreatk malig- 
nancies, and 95 patients with proved pan 
creatitis 

Analysis of the various laboratory pro- 
cedures used in the diagnosis of pancreatic 
disease lead to the following conclusions: 
(1) Blood amylase elevations, when present, 
are of diagnostic significance. correla- 
tions can be made on a quantitative basis 
The results of the various so-called provo- 
cative blood enzyme tests are indeterminate. 
(2) Chemical analysis of the stool furnishes 
information as to the completeness of diges- 


tion and absorption but cannot be used as 
a reliable quantitative index of pancreatic 
function. (3) The secretin test yields quan- 
titative data concerning the external pan- 
creatic function. Its value in the diagnosis 
of acute pancreatitis is limited by the rapid- 
itv with which the external secretion re- 
turns to normal ranges. Pancreatic cancers 
and chronic pancreatitis can be diagnosed 
by the characteristic alterations produced 
in the secretin test responses. In the ad- 
vanced stages of both diseases, the secretin 
responses are no longer diagnostically dis- 
tinct A combined secretin-pancreazymin 
test may resolve this difficulty and appears 
to offer the best type of quantitative  pro- 
cedure for the study of pancreatic secre- 
tion and the diagnosis of pancreatic disease 

ARNOLD L. BERGER 
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ACCELERATED CONDUCTION—THE WOLFF-PARKINSON-WHITE SYNDROME 
AND RELATED CONDITIONS: Myron Prinzmetal, M.D., Rexford Kennamer, M.D., 
Eliot Corday, M.D., John A. Osborne, M.D., Joshua Fields, M.D. and L. Allen Smith, 
M.D. 110 pages. Grune and Stratton, New York, N. Y., 1952. Price $4.00. 


This is one of the modern medical mono- 
graphs recently issued by the publishers. 

This monograph by Prinzmetal and_ his 
associates of the Cedars of Lebanon Hos- 
pital, Los Angeles and the University of 
California Medical School (L. A.), informa- 
tively and understandingly present — the 
Wolff-Parkinson-White Syndrome and Re- 
lated Conditions. 

The first comprehensive description of 
the syndrome was published by Wolff, Par- 
kinson and White in 1930. (Am. Heart J. 5: 
685, 1930) with a review of 11 cases. 

Five scattered cases are on record in the 


literature, prior to this report, by Wilson 
(1915), Wedd (1921), Bain and Hamilton 
(1926), F. Bach (1928-29) and W. W. 
Hamburger (1929) 

A bibliography of 46 references concludes 
this litthe monograph. The authors report 
their own experiments clearly and concisely 
All cardiologists, students of cardiology and 
electrocardiographers will profit much by 
the understandingly well written and author- 
itative presentation of the Wolff-Parkinson- 
White Syndrome and Related Conditions 
and its mechanism of production 


GASTROINTESTINAL X-RAY DIAGNOSIS: Max Ritvo, M.D., Assistant Professor ot 
Radiology, Harvard Medical School, Instructor in Radiology, Tufts Medical School, 
Director, Dept. of Radiology, Boston City Hospital and I. A. Shauffer, M.D., Instructor 
in Radiology, Harvard Medical School, Instructor in Radiology, Tufts Medical School, 
Visiting Radiologist, Boston City Hospital. 835 pages with 470 illustrations with 2 
in color, extensive references and index. Lea and Febiger, Philadelphia, Pa., 1952. 


Price $20.00. 


Many textbooks on roentgenology are 
written and printed, depicting normal and 
abnormal states of the gastrointestinal tract. 
However, this splendid volume by Ritvo and 
Shauffer far surpasses many others. 

There are ten chapters and each chapter 
Is complete with ample explanations and 
illustrations, making easy and comprehen- 
sive reading so that the physician may grasp 
the fundamentals, even though he is not a 
specialist gastrointestinal diseases or an 
expert radiologist. 

The authors have taken into consideration 
the wants of the general practitioner as 
well as the specialist and describe the effect 
of drugs upon the various organs. On page 
103, the reader will find a discussion on 
the therapeutic use of atropine, bromides, 
belladonna, benzedrine, zmyl nitrate and 
nitroglycerine in cardiospasm. On page 104, 
the side-effects of nitrates are described. 

The chapter on the stomach is a master- 
piece and should be read thoroughly be- 
cause the physician will find many sugges- 
tions in making a differential diagnosis. On 
page 177, the authors call attention to the 
value of gastroscopy as an aid in deter- 
mining the state of the mucosa. They quote 
Ruffin and Brown, that overinflation of the 


stomach with air during gastroscopy may 
present a confusing picture as regards the 
presence of actual gastritis 

Gastrointestinal allergy may simulate 
muiny gastrointestinal diseases, particularly 
ulcer, cholecystitis, pancreatitis, enteritis 
and colitis and it is difficult to make a defi- 
nite diagnosis. Here again, Ritvo and Shauf 
fer discuss and suggest methods of differen- 
tial diagnosis and diets as a means to the 
end 

On pages 304 and 305, the reader will 
find detailed description ot bleeding from 


ihe stomach. Roentgen studies during acute 


bleeding have now become routine proce 


dures, provided certain contraindications are 
observed. On page 309, figure 176, intra 
lu:nenal filling defects produced by blood in 
the stomach are shown 

On page 327 duodenitis is discussed, a 
condition which is often overlooked or en 
tirely ignored. Periduodenal adhesions, du 
odenal rupture due to external trauma are 
called to the attention of the physic lan 

The other chapters are as explanatory and 
instructive and the reviewer recommends 
Ritvo and Shauffer’s Gastrointestinal X-ray 
Diagnosis as a valuable addition to the phy 
sician’s working library 
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DIE GESUNDE UND KRANKE WIRBELSAULE IN RONTGENBILD UND KLINIBK 
PATHOLOGISCH—ANATOMISCHE UNTERSUCHUNGEN: von Geh, Med.—Rat. 
Prof. Dr. Med. Vet. H. C. Georg Schmorl (deceased). fur Rontgenkunde und Klinik 
Bearbeitet von Prof. Dr. Med. Habil. Herbert Junghanns, Oldenburg (Oldb.). Zweite, 
Wesentlich Erweiterte Auflage. 281 pages, 399 illustrations. Georg Thieme Verlag, 


Stuttgart, Germany, 1951. Price DM 69. 


The first edition of this work by the late 
Professor Georg Schmorl of Dresden ap- 
peared in 1932; he unfortunately died the 
same year. This improved, enlarged second 
edition (1951) is the work of Professor 
Herbert Junghanns of Oldenburg. 

The illustrations are excellent and quite 
informative. The paper is of high quality 
and the publishers are deserving of high 
praise for their fine work. 

The very exhaustive bibliography of 30 
pages (251-281) includes chiefly references 


to German literature—comparatively 
few English, American, Latin-American and 
French references! 

All German-reading radiologists, orthope- 
dic surgeons and students, physicians, sur- 
geons and teachers interested in disorders 
of the spine should own a copy of this fine 
book. Many American and English special- 
ists would be delighted to possess an Eng- 
lish translation of this excellent monograph 
by an expert in this field of the normal and 
diseased spine. 


ATLAS DER PATHOLOGISCHEN ANATOMIE—Eine Sammlung Typischer Krank- 
heitsbilder Der Menschlichen Dragane: Dr. med. vet. h.c. Robert Rossle emer. 
ord. Professor und ehemaliger. Direktor des Pathologischen, Instituts der Univ- 
ersitat Berlin am Charite-Krankenhaus und Dr. Med. Kurt Apitz, Weiland ao. Profes- 
sor und Prosektor des Charite-Krankenhauses. 298 pages, 564 illustrations, Georg 


Thieme Verlag, Stuttgart, Germany, 1951. Price DM 87. 


This beautifully color-illustrated volume 
on excellent paper is a delight to behold and 
to read! 

Unfortunately, Professor Kurt Apitz, one 
of the authors, died February 3, 1945 and 
Profesor Rossle dedicated this work to the 
late) Professor Apitz. The authors and the 
Georg Thieme Verlag deserve congratuka- 
tions on a fine “piece of work”. The review- 
er is glad to recommend this highly informa- 
tive and instructive Atlas of Pathological 
Anatomy 

The illustrations and descriptions of dis- 
eases of the heart and pericardium, blood 
vessels bones spleen, lungs, pleura, esopha- 


gus, stomach, intestines, liver, bladder, kid- 
neys and the central nervous system—brain 
and cord—and some pathologic conditions of 
the skin are excellent. A subject index of 
eleven pages concludes the work 

There are also some illustrations and de- 
scriptions of “Weibliche Geschlechtorgane” 
and “Miinnliche Geschlechtorgane’”. 

Pathologists, clinicians, surgeons and med- 
ical students and residents will find this 
volume highly instructive. All) medical li- 
braries medical schools hospitals 
should have this work readily available for 
all those who desire to read and learn. 


APPLIED PHYSIOLOGY: Samson Wright, M.D., F.R.C.P., John Astor Professor of 
Physiology, University of London, Middlesex Hospital Medical School, sometime 
Examiner in Physiology to the Universities of Oxford, London and Leeds, ete., with 
the Collaboration of Montague Maizels, M.D., F.R.C.P., Professor of Clinical Patho- 
logy, University of London, University College Hospital Medical School and John 
B. Jepson, M.A., B.Se., D. Ph., A.R.LC., Senior Lecturer in Biochemistry, Courtauld 
Institute of Biochemistry, Middlesex Hospital Medical School. 1190 pages, 688 figures. 
Geoffrey Cumberledge, Oxford University Press, New York, N. Y., 1952. Price $9.00. 


The first edition of this excellent work on Professor Maizels aided the author in the 


“Applied Physiology” by experienced 
teacher of physiology appeared in 1926. 
This ninth edition is practically a new 
book, much improved and extended, with 
an increased number of informative illustra- 
tions Crrus Keele helped with the “Endocrines” 


preparation of the chapters on the “Internal 
Environment’, the “Blood” and “Clinical 
Pathology”. Dr. Jepson prepared the chap 
ter on “Metabolism” and aided in the chap- 
ters on “Endocrines” and “Nutrition”, Dr. 
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and “Reproduction”. Mr. W. F. Flovd con- 
tributed the section on “Clinical Electro- 
encephalography”. 

This textbook on “Applied Physiology” is 
highly recommended as an instructive and 


informative work for all premedical and 
medical students, internes, residents, fellows, 
junior physic hins, surgeons of our hospitals 
and particularly for the teaching staffs of 
medical SC hools. 


HERZSHALLDIAGNOSTIK IN KLINIK UND PRAXIS: Eine Einfuhrung in Den 
Praktischen Gebrauch Der Herzshallschreibung. von Jorgen Schmidt-Voigt, Dr. Med. 
Facharzt Funr Innere Medizin Chefarzt am Stadt. Krankenhaus Eppstein in Taunus. 
116 pages, 33 illustrations. Georg Thieme Verlag, Stuttgart, Germany, 1951. Price 


DM 9.60. 


Dr. Schmidt-Voigt has made a_ distinct 
contribution to the advanced studies of car- 
diologic diagnosis. This little monograph on 
“Herzschalldiagnostik” —(“Cardiac-sound-di- 
agnosis”) merits translation into English. 
Many diagnosticians, cardiologists stu 
dents of cardiac physiology who do not read 
German would profit by studying an (Eng 


lish) early translated edition. 

The various “sound-curves”, murmurs, 
galloprhythm, pericardial friction, congeni- 
tal anomalies, Fallot’s tetralogy and trilogy, 
etc. are all concisely and informatively pre- 
sented 

A good bibliography of about 70 refer- 


ences is included 


DIE KRANKHAFTE BLUTDRUCKSTEIGERUNG: Prof. D. L. Hantschmann, Lei- 
tender Chefarzt und Chefarzt der Inneren Abte!lune der Stadischen Krankenanstalten 
Remscheid. 228 pages, 33 illustrations. Georg Thieme Verlag, Stuttgart, Germany, 


1952. Price DM 36. 


This informative (German) monograph 
on hypertension “Die hypertonie des Arteri- 
ellen Systems”—presents easily under- 
stood and instructive discussion on normal 
blood pressure, pathologic increases of blood 


pressure, general and special from the renal, 
cardiac, nutritional, sec retory, and arterios- 
clerotic angles. “Das  phaochromocytom”, 
“Nebennierenrindenadenome’, “Morbus cu- 
( “Eklampsie” ), “Es- 


malignant sclerosis, 


shing”, “Eclampsia”, 
sentielle hy pertonie”’, 
“Die hypertonie kindesalter”, “Nephri 


KREISLAUFUNTERSUCHUNGEN AM 


TRIERENDEN METHODEN: von K. 
Erlangen. 326 pages, 205 illustrations. 


1951. Price DM 48. 


This volume on studies of the circulation 
by Professor Matthes discusses the various 
methods of studving disorders of the cardio- 
vascular system. 

The author, an experienced clinician and 
teacher, has well-considered the numerous 
problems that the cardiologist, diagnostician 
and practitioners often have to solve, some- 
times with considerable difficulty and, at 
times, with some doubt as to the accuracy 
of their findings. 

This book, if translated into” English, 
would be a welcome addition to (English) 
readers who cannot read German textbooks 


tis” and hypertension in lead poisoning are 
all briefly but adequately discussed. When 
translated for an English edition, this little 
monograph can be added to the shelf con- 
taining Dr. Arthur M. Master’s recent little 
monographs, Dr. David Ayman’s “Arterial 
hypertension” (1948), “Das phaochromo- 
zyvtom” by Prof. Heinrich Sack (1951), 
Schmidt-Voigt’s “Herzschall — diagnostik” 
(1951). Henry A. Christian’s “Brights” dis- 
ease” (1948) and Professor K. Matthes’ 
“Kreislaufuntersuchungen” 


MENSCHEN MIT FORTLAUFEND REGIS- 
Matthes, ©. Professor Fur Innere Medizin, 
Georg Thieme Verlag, Stuttgart, Germany, 


There is an excellent bibhography contain 
ing 409 references of German publications 
Unfortunately, the author omits most of the 
many valuable references to American, Eng 
lish, French and Latin-American contribu 
tions which have so rapidly advanced our 
increasing knowledge of disturbances of the 
cardiovascular system. It is indeed to be re 
gretted that so often we find that the Ger- 
man speaking authors of Central Europe 
have repeatedly ignored, or have failed to 
consider the publications in the United 
States, Canada, Mexico, Argentina, Cuba, 
France and England, et« 
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strips for their protection; easily carried in purse or pocket. 
AVERAGE DOSAGE 
Adults: 1,2 or 3 capsules with water as indicated, at reg- 
? ular intervals, preferably after meals. 
Infants: Rectally, as required. 

Supplied: Prescription size ~100's 
Samples ? Of cgurse .. your request. 
Each PINK and WHITE FELORAL Capsule contains: 
CHLORAL HYDRATE 3°, gr. 250.0 mg. 
BELLADONNA ALKALOIDS, naturally occurring 
HYOSCYAMINE 


0.100 mg. 
ATROPINE 


0.020 mg. 
HYOSCINE 0.006 mg. 


Pharmaceuticals since 1866 
26 Christopher St., New York 14, N.Y. 


Originators of CHLORAL HYDRATE in Soft Gelatin Capsules 
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HEPA-DESICOL 


to restore 


4 


combined fipotropic and bile therapy 


combines choline, methionine, and 
inositol with Desicol (desiccated whole fresh 
bile, Parke-Davis ). It is valuable in the treatment 
of liver dysfunction often accompanying early 
cirrhosis, alcoholism, diabetes mellitus, malnutrition, 


obesity, and atherosclerosis. 


Lipotropic action of choline, methionine, and 
inositol is well established; Desicol not only 
provides additional bile but also stimulates normal 
bile ow. This dual action of HEPA-DESICOL 
provides more effective therapy of disturbed 


fat metabolism 


Kapse ls are supplied in bottles of 
100 and LOOO. 


dl-Methioniae 150 mg. 
Choline Bitartrate 200 ing. 
Inositol 
Desicol® 150 mg. 
— Two to four Kapse ils three times a day, with or 


immediately following meals, 


HEPA-DESICOL 
V 0,7 
~ ; 
#: 
A 
| | | 
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massive 
castroduodenal 


bleeding 


Gelfoam Powder 


Trademark Reg. U.S. P 


Finely - powdered Gelfoam for 
oral administration, with or 
without thrombin 

Available in 10 Gm. packages 


The l pjohn Company, Kalamazoo, Michigan 


VISIT THE BOOTHS 
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gives ulcer relief 


without side effects 
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Gastric hyperacidity is controlled by 
Maalox-Rorer without constipation 
or other side effects commonly 
encountered with antacids. Relief of 
pain and epigastric distress is prompt 
and long-lasting. Available in tablets 


and liquid form. 


Suspension Maalox-Rorer contains the 
hydroxides of Magnesium and 
Aluminum in colloidal form. The 
smooth texture and pleasant flavor 
make it highly acceptable, even with 


prolonged use, 


Supplied: in 355 cc. (12 fluid ounce) bottles. 
Also in bottles of 100 tablets. (Each Maalox 


tablet is equivalent to 1 fluidram of Suspension 


Maalox.) 


Samples will be sent promptly on request 


WILLIAM H. RORER, INC. 
Drexel Bidg., Independence Square 
Philadelphia 6, Pa. 


SEE OUR EXHIBIT AT BOOTH 2 
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Around the conference table...ULCER INCIDENCE IS HIGH 


Among agents for treating the peptic ulcer 
patient, AMPHOJEL has earned high priority 

AMPHOJEL is unique in that it combines 
two distinct aluminum hydroxide gels. One 
is extremely reactive, and acts quickly to 
decrease gastric acidity. The demulcent com 
ponent, relatively nonreactive, combines 
with gastric mucin to form a viscous, pro 
tective coagulum. The combination in 
AMPHOJEL thus affords two-way protection 


it relieves pain and promotes healing 


AMPHOJEL 


VISIT THRE EAREBITS 
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